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EDITORIALS 


CORONADO ANNUAL SESSION OF 1936 


Proceedings of the San Diego-Coronado 
Annual Session.—San Diego newspaper com- 
ments, reprinted in last month’s issue of CALt- 
FORNIA AND WESTERN MEDICINE (pp. 537-540), 
afforded some views of the laity on happenings 
at this year’s session of the California State As- 
sociation at Coronado. The current journal pre- 
sents, on pages 69 and 93, more detailed minutes 
of the House of Delegates, the Council, and the 
first general session. 


Members of the Association interested in the 
policies adopted or emphasized at Coronado should 
read the official record of the transactions, to 
better acquaint themselves with what was done. 
This suggestion is made particularly to officers of 
component county societies, since they are the 
officials who may be called upon to interpret, from 
the standpoint of the new regulations, matters of 
conduct or ethics. 


The Coronado-San Diego session measured up 
in excellent fashion to the successful and enjoy- 
able meetings held in previous years at the Hotel 
del Coronado; and, as in former days, those who 
attended were recipients of the gracious hospi- 
tality from the San Diego County Medical So- 
ciety, to whose members appreciation and thanks 
are expressed for the many courtesies extended. 


* * * 


California Medical Association’s Change of 
Attitude on Health Insurance.—If one out- 
standing feature of the attitude of the Coronado 
House of Delegates, on matters of major policy, 
deserves mentioning, it would be this: that evi- 
dently a somewhat radical change of front con- 
cerning health insurance is quite apparent in the 
California Medical Association, as compared with 
points of view to which strenuous expression was 
given at Riverside in 1934, at the memorable spe- 
cial session in Los Angeles in 1935, and at the 
later regular session of the same year at Yosemite. 


Members of the profession undoubtedly con- 
tinue to maintain a deep interest in all plans which 
aim to better the conditions of hospitalization and 
medical service to those citizens who, because of 


+ Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comment column, 
which follows. 











insufficient income or other reasons, face serious 
financial and other problems when afflicted with 
unforeseen illness. On the other hand, there is a 
widespread and accepted belief that, because of 
the far-reaching social welfare factors involved, 
the solution of such medical relief problems as 
may be challenging both the profession and the 
laity, must come about through evolution and 
trial, and not by some of the revolutionary pro- 
cedures advocated in the academic discussions of 
the subject. The delegated representatives of the 
profession, in meetings of the House of Delegates 
at Coronado, gave expression to their interest in 
methods of medical practice, through resolutions 
then submitted. Basing judgment on the votes 
they gave, there can be little doubt on how goodly 
a majority of the delegates stood respecting mat- 
ters of further experimentation with expensive 
and unsatisfactory surveys, which thus far have 
led to little more than a startling dissipation of 
resources which the Association had slowly accu- 
mulated in previous years. 


The conversations among delegates and attend- 
ing members gave evidence, too, of the general 
thought now held by members of the profession, 
that, while there has been a tremendous agitation 
on paper, and in the minds of a small number of 
laity and physicians, concerning the amount and 
kind of medical and hospital care needed by a 
limited portion of citizens belonging to the lower- 
income bracket groups, the propaganda so carried 
on by some of the proponents of certain health 
insurance plans had gone to extremes; and that 
the remedies advocated were not adapted to 
achieving desirable ends for either the lay public 
or the medical profession. The Coronado dele- 
gates gave no indication of desire to pursue, at 
the expense of the Association’s members, further 
will-o’-the-wisp or other surveys which, if really 
needed, might well be carried out through federal, 
state and local public agencies, rather than at the 
expense of our physicians, through their consti- 
tuted organizations. It may be added, also, that, 
among the majority of the delegates, there was a 
strong feeling of regret that the delegates who 
were members of the previous sessions of the 
House of Delegates should have embarked the 
Association upon expenditures far in excess of 
those first proposed and estimated by the salaried 
survey staff; running, indeed, into so massive a 
sum of the Association’s funds as to be in excess 
of fifty thousand dollars. Now, that so much has 
been spent, and there is so little to show there- 
from, the realization of what is construed as hasty 
and ill-advised action becomes more and more 
apparent. Unfortunately, this change of mind does 
not bring back, into the Association’s treasury, 
the thousands of dollars expended upon the ad- 


venture. 
* * * 


Practice of Medicine by Corporations, and 
Inclusion of Medical Services in Hospitaliza- 
tion Insurance Plans.—On the question of 
medical practice by a corporation—whether the 
corporation was owned or managed by laymen or 
members of the medical profession, making no 
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difference—and also on the inclusion in hospitali- 
zation insurance plans of any type of medical 
work, such as x-ray or clinical laboratory service, 
the House of Delegates affirmed the stand taken 
by the American Medical Association at its recent 
Kansas City session; thereby placing on record 
the California Medical Association equally and 
unequivocally against such abuses. 

Because of the much increased interest that is 
shown in hospitalization insurance plans, Assem- 
bly Bill 246, now having a place in the statute 
books of California as Chapter 386, and known 
as the Nonprofit Hospital Service Bill, is reprinted 
on page 109 of this issue. Many members,of the 
Association may wish again to read this statute. 


+ 


Why State Association Dues Were In- 
creased.—The depleted condition of the State 
Association treasury, and the imperative need of 
having funds on hand to enable the organization 
properly to do its work, led the Council on Mon- 
day evening, May 25, to recommend that, for 
the year 1937, the state assessment be increased 
by five dollars. The recommendation was referred 
to the Reference Committee, and its report to the 
House on Wednesday evening also being in favor, 
and no delegations or delegates opposing, the as- 
sessment was ordered by unanimous vote. Some 
of the special expenses which it may be neces- 
sary to meet in the next two years are publicity 
campaigns to combat the initiative to open county 
hospitals of California to all citizens, without re- 
gard to their financial status, and the fighting of 
vicious public health legislation which will prob- 
ably be brought forward at the next session of the 
legislature, convening in January, 1937; and also 
the carrying out of instructions from the Yosemite 
House of Delegates to place a qualifying certifi- 
cate (basic science) initiative on the ballots in the 
state election of 1938, as a deterrent to additional 
examining boards in cultist and sectarian medi- 
cine. Appreciation of important issues such as the 
above explains the unanimous vote that was given 
to the change in the state membership assessment. 


* * * 


New By-Law on Disciplinary Procedure.— 
Because, during the last several years, two or 
three component county societies have had rather 
bitter experiences in their efforts to discipline cer- 
tain members charged with having been engaged in 
unethical conduct, the Council of the State Asso- 
ciation, realizing the need of an authoritative and 
exact procedure when disciplinary problems are 
involved, appointed a special committee to submit 
such a code to become a part of the by-laws of the 
State Association, and thus, automatically, also a 
part of the by-laws of every one of its component 
county units. This by-law will be incorporated in 
a new edition of the constitution and by-laws or- 
dered by the Council. Officers and members of 
component societies are advised to read this new 
by-law and, in any contemplated disciplinary 
action, meticulously to govern themselves accord- 
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ingly. It appears in the minutes of the House of 
Delegates printed in this number of CALIFORNIA 
AND WESTERN MEDICINE (on page 80). 

* * * 


Proposed Amendment to the Constitution. 
A proposed amendment to the constitution, pro- 
viding for safeguards against future undue ex- 
penditures, was the result of a recent sad experi- 
ence in trying to fulfill instructions given at the 
Riverside and Los Angeles sessions of the House 
of Delegates and drawing on the State Associa- 
tion’s funds to make the medical costs survey— 
with no top-limit on the amount of money so to 
be expended ; and this proposed amendment* will 
come before the House of Delegates at the annual 
session in Del Monte, 1937. 


* * * 


All Features of the Coronado Session Were 
Up to Standard.—These comments on some of 
the happenings at Coronado are made especially 
for readers who do not wish to go through the 
maze of official proceedings as chronicled in the 
stenographic minutes. 

The scientific exhibits were fully up to stand- 
ard, and the commercial displays likewise happily 
placed. The near-by San Diego Fair, with its 
admirable Hall of Medical Science, provided ad- 
ditional social features. The dinner to President 
Peers saw the spacious dining rooms of the Hotel 
del Coronado filled to overflowing; and roomy 
rotundas and porches of the famous caravansary 
gave all present opportunities without end to meet 
old and new friends. 

In conclusion, it may again be confidently stated 
that the Coronado annual session was, in its 
series of meetings of real inspirational value, in 
every way a great success; and those who were 
not in attendance may now turn their thoughts to 
the possibility of participating in next year’s 
session at the Hotel Del Monte in Monterey 
County. 


SUMMER COMMITTEE WORK IN COUNTY 

SOCIETIES — PREPARATION OF FALL PRO- 

GRAMS: COLLECTION OF COUNTY SO- 
CIETY HISTORICAL MATERIAL 


Summer Vacation Periods May Be Util- 
ized Advantageously by Committees.—Most 
county societies discontinue regular meetings dur- 
ing the summer vacation months, the members 
coming back with increased zest and interest when 
the scientific meetings resume in the fall. Experi- 
ence has shown such arrangement to be desirable, 
but experience has also demonstrated that county 
society committees, whose members may occasion- 
ally meet with one another during these breath- 
ing spells, can well plan work sure to enhance 
the society proceedings when, in the succeeding 
months, their reports will be submitted. 

* * * 

Program Committee Should Plan Its Work 
to Cover the Year.—One such committee 
whose members have a very definite responsibility 


*The amendment has a place in the minutes of the 
House of Delegates (page 92). 


EDITORIALS 


is that “on program.” A county society profits 
greatly if the committee on program plans a co- 
ordinated group of papers, assigning authors for 
the topics, so that certain themes of general or 
special local interest are developed in rounded and 
instructive form. Of importance, also, is the pres- 
entation of patients and specimens in such wise 
as to elicit stimulating debate; which again brings 
to mind the advantages to be derived in discussion, 
when authors submit, in advance of the meetings, 
their papers to two or three colleagues, with a re- 
quest that they be prepared to discuss certain 
phases when called upon by the presiding officer. 
Hastily gotten together or impromptu medical 
programs occasionally do measure up to a good 
standard ; but, in the long run, that society has the 
more valuable meetings whose program committee 
properly fulfills its functions by carefully planning 
in advance. 


* * * 


The Sadly-Neglected Historical Studies of 
Our State and County Associations.—Another 
committee which every county society should ap- 
point is the Committee on History, the society 
secretary being an ex officio member thereof, be- 
cause he is supposed to be in possession of the 
organization’s records. It is a sad reflection on 
most of the county units, and even upon the state 
organization, that so little concerted and result- 
producing effort should have been made in the past 
to gather together old record books and other 
memorabilia which could be utilized as a basis 
for one or more historical papers for the local 
societies ; copies always being sent, of course, to 
the State Association for preservation in its own 
archives. During the coming year the State As- 
sociation Committee on History aims to start a 
consistent campaign that will promote the further- 
ance of historical investigation. The presidents of 
county societies which do not have history com- 
mittees are requested to appoint those, or to ask for 
volunteers, who will start this work during these 
summer months. If nothing more were done than 
to find out whether a complete set of secretary 
records are still in existence, and where they may 
be found, that in itself would really be something. 
As a further suggestion, it might be wise to gather 
together all old record books of county societies 
and forward them to the State Association offices 
at San Francisco, where they could be kept for 
safe keeping and reference, as needed. If some 
such plan is not followed, then, as in the past, it 
will become only a matter of time when a local 
secretary may forget to turn over the old record 
books, and so allow them to be forgotten and 
irretrievably lost. 


Our State Association was founded in 1856, 
but, as with so much else in the annals of Califor- 
nia, the written records of early days in our pos- 
session are practically nil. Another instance of 
our lack of thought for the cultural-historical may 
be found in the interesting biographical notes, for 
the first time published in CALIFORNIA AND WEsT- 
ERN MEDICINE, in its May and June issues, con- 
cerning Dr. Joseph P. Widney, who in 1871 








founded the Los Angeles County Medical Asso- 
ciation, and is still active at the age of 95, in lit- 
erary and other work. His part in the establishing 
of the largest county medical society west of the 
Mississippi, as well as his living presence was 
practically unknown to a majority of members of 
that large and important county unit. We must all 
agree that such indifference to the historical back- 
grounds of state and county organizations, which 
for almost a century have carried on the battle for 
proper standards of medical practice and public 
health in California, does not redound to our 
credit. Before it is altogether too late, then, let us 
set about, in earnest fashion, to take up this work. 
lest those who will follow in our footsteps may 
cast reproach upon our memories. 





DEATH OF DR. CAMPBELL P. HOWARD, 
GUEST SPEAKER AT THE CORONADO 
ANNUAL SESSION 


Among the distinguished guest speakers at the 
Coronado annual session was Dr. Campbell Pal- 
mer Howard, for years professor of medicine in 
the McGill University Faculty of Medicine, at 
Montreal, Canada, who presided at the clinical- 
pathological conference on Tuesday, May 26, and 
in such a manner as to elicit the admiration of all 
who were present to profit from his inspiring lead- 


ership. Having been so invited by the California 
Medical Association to come afar to this year’s 


session and 


assume this duty, he met his obliga- 
tion 


cheerfully, although sufficiently suffering 
physically at the time to keep to his bed, in the 
hotel, until almost the hour of his clinic. 

Members of the California Medical Associa- 
tion, therefore, will learn with the greatest regret 
of Doctor Howard’s sudden death several days 
later (on June 3), while on a visit with an old 
friend and colleague.* 

The sympathy of the California Medical Asso- 
ciation is here expressed to the members of Doc- 
tor Howard’s family and to his colleagues on the 
faculty of McGill University. 


PRACTICE OF ANESTHESIA: CALIFORNIA 
SUPREME COURT DENIES APPLICATION 
FOR REHEARING 


On page 461 of CALIFORNIA AND WESTERN 
MeEpIcINE for June, reference was made to the 
opinion handed down by five of the California 
Supreme Court justices, permitting, in essence, 
an unlicensed person to administer an anesthetic 
to some other person, and so to practice medicine, 
provided that the giving of the anesthetic “was 
and is done under the immediate direction and 
supervision of the operating surgeon and his as- 
sistants.” A footnote to our comments stated 
that the Council of the California Medical Asso- 
ciation had instructed its legal counsel, Mr. Hart- 





* CALIFORNIA AND WESTERN MEDICINE for 
on page 534, a brief newspaper item 
this issue the proper obituary 
page 102. 


June reprinted, 
about his death. In 
notice will be found on 
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ley Peart, to make application to the Supreme 
Court for a rehearing. This was done, a brief 
being prepared in regular form. Lack of space 
prevents its publication in the current issue, but 
in a subsequent number we may again refer to 
the subject. On June 15, the application for a 
rehearing was denied by the Supreme Court, only 
Justices Langdon and Curtis voting in the affirm- 
ative. This means that the original opinion of 
Justices Waste, Conrey, Curtis, Langdon and 
Thompson of the California Supreme Court, sit- 
ting in banc on May 18 last, is now law.* 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Califor- 
nia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 69. 


EDITORIAL COMMENT' 


THE PHYSICIAN AND THE DRUG TRADE 


When Edison, Bell, Marconi, DeForrest, and 
the other great wizards of modern invention were 
developing their marvelous ideas, caution marked 
their efforts at every step, and proven safety and 
efficiency were their guiding principles. No in- 
complete, half-baked products were prematurely 
exploited for the sake of possible profit. Exact- 
ness and practical utility were accepted as basic 
requirements of scientific procedure. 

Not so with many manufacturers of new drugs. 
Here, since nothing more than the unimportant 
issues of life and death are at stake, commercial- 
ism instead of proved merit seems to dominate the 
situation. 

The question may be seriously raised whether 
present-day medicine is truly progressing, unless 
“progress” is used in its generic sense as meaning 
simply movement, which may be backward as well 
as forward. 

Is medicine really progressing in the direction 
of accuracy, definite improvement in the remedial 
agencies employed? A glance at the record of the 
past few years would seem to make it very clear 
that the matter is at least a debatable one. And 
this without special emphasis upon the proies- 
sional or economic phases of the subject. The 
trend along these latter lines is certainly not 
toward forward progress—even the confirmed op- 
timist would admit as much. And, viewing the 
question dispassionately, a similar possible con- 
clusion suggests itself with reference to the ad- 
ministration of drugs. Of course, we all recognize 


_ * The full opinion was printed on page 537 of our June 
issue. 

+ This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial dis- 
cussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 
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that 
been made in the discovery of new remedies and 


improvements of far-reaching value have 
methods of treatment; but these are usually so 
deeply buried under a veritable avalanche of com- 
mercial novelties and nostrums that the items ot 
honest merit are often wholly obscured. 


So rapidly has science announced new truths 
that the world has been utterly unable to assimi- 
late them. In the frantic effort to keep pace, 
industry has suffered all but total collapse. And 
in the domain of living organisms a similar deluge 
of new truth has left biology, chemistry, and 
physiology floundering. Result : unwarranted con- 
clusions, deductions immature, often misleading, 
sometimes even absurd, have poured forth in end- 
less profusion, and the poor credulous physician 
spins around like a pup chasing its caudal ap- 
pendage in his futile efforts to keep up with the 
procession. 

New hormones, vitamins, and all kinds of fan- 
tastic panaceas, singly and in impossible combi- 
nations, released in ever-increasing number by 
laboratory technician and trade organization, have 
become perfectly bewildering in their number and 
variety. Today the profusion of remedies bears 
close resemblance to a tropical jungle, with its 
lush undergrowth concealing and smothering the 
occasional beautiful orchid. 


No human mind is competent to remember and 
intelligently apply the resultant conglomeration. 
A heterogeneous mess of good, bad, indifferent, 
and actually harmful, is thrust upon, and threatens 
literally to engulf us. Anedemin, karicin, panodyn, 
jeculin, incretone, sedobrol, glykeron, pneumo- 
phthisin, ergoapiol, endocrine compound No. 4 
(or 404), anti- this and pro- that, etc., ad nauseam 
et ad infinitum. These, cited at random, are a 
few, a very few, of the fancifully named products 
that we are besought and instructed, at the sacri- 
fice of much of our office time, to bear in mind 
and perpetrate upon our confiding patients. And 
the crop seems inexhaustible. The total cost in- 
volved in printing, postage, samples, and salaries 
would undoubtedly make a considerable dent an- 
nually in our huge national debt. Somebody must 
pay this cost. Trade does not operate on a philan- 
thropic basis. 

Nor is the manufacturing purveyor the only 
culprit. When he stops to think, the physician 
must realize that the retail drug and department 
stores do more prescribing in every community 
than the entire medical profession. If the cus- 
tomer does not call for them by name, the smug 


irresponsible clerk, or smiling “‘saleslady,” glibly 
suggests that aspirin is “good for” headache, 


bromoquinin for colds, or crazy crystals for consti- 
pation. Reliable figures regarding this evil would 
disclose some startling facts. Startling—but in 
most instances precisely in accord with the busi- 
ness office rackets of the trades people. 

The question is a pertinent one. 
we headed, forward or backward? 


A. B. CooKE, 


Los Angeles. 


Whither are 


2007 Wilshire Boulevard. 
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SLEEP DISORDERS IN CLINICAL PRACTICE* 
PART I 


EsauGu, M.D." 


Colorado 


By FRANKLIN G, 
Denver, 


Ps YRDERS of sleep are among the common- 
est complaints which a general practitioner 
is called upon to treat. One writer estimates 
that 30 per cent of office patients have some 
type of sleep disturbance.1 Our own experi- 
ence in psychiatric practice would corroborate this, 
as most types of mental illness have some form of 
insomnia. It is now recognized that the treatment 
of those insomnias which are not toxic-organic, 
or environmental in origin, carries one into the 
midst of psychiatry, where a knowledge of per- 
sonality function is essential. This is not as formi- 
dable as it may seem, for only a common-sense 
approach, free from both entangling theories and a 
complex vocabulary, is offered. We begin by ask- 
ing “What is sleep?” The multiplicity of defi- 
nitions reveal the fact that the exact nature of 
the process is unknown. The simplest definition, 
“the state of minimal normal activity, both organic 
and psychic,” * tells us little, but has the advant: ige 
of not implying the action of a specific mecha- 
nism which might commit us to an unverified be- 
lief. It definitely implies that the entire body with 
all its systems participates in a normal process in 
a normal way ; that any theory which regards sle ep 
as an abnormal state is erroneous. That sleep is 
only a diminution of immediate activity was sug- 
gested by G. T. Fechner in 1860. Evolutionary 
studies, so fruitful in other fields, do not help us 
much here, even though we consider sleep as the 
result of a slow evolution of activity rhythm up 
the biologic ladder.2* Purely psychologic studies 
on dissociation, reception of stimuli, dream-life, 
and somnambulism also offer no real explanation, 
however interesting some of the findings may be. 
The literature is rich with painstaking obser- 
vations of the behavior of the body systems during 
sleep.1-** Since most of these facts will not be 
pertinent to the present discussion, we will not 
attempt a summary except to discuss the effects 
of loss of sleep. 


EFFECTS OF LOSS OF SLEEP 


There is widespread among the laity a profound 
belief that _ of sleep prec disposes the victim to 
“insanity,” or to poor health. It is necessary to 
combat this ‘belief vigorously at the outset, in 
order to carry on treatment rationally. Indeed, 
such reassurance, supported by well-chosen ex- 
amples, may often allay much apprehension and 
make the remainder of the treatment simple, for 
some insomnias center about fear of the ill effects 
of loss of sleep. What are the effects of prolonged 
loss of sleep? It is difficult to find well-authenti- 


*From the Colorado Psychopathic Hospital and Psy- 
chiatry Department, University of Colorado. 

+Guest-speaker address, read before the California Medi- 
cal Association, Coronado Beach, May 27, 1936. 
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cated cases in human beings who are not experi- 
mental workers testing themselves under controlled 
conditions, because the reports given are too vague 
to be reliable. Kleitman voluntarily deprived him- 
self of sleep for 115 hours without finding any 
marked biochemical changes.?*-*° Patrick and Gil- 
bert, Robinson, McDougall and Smith, and Herz 
are other experimenters who report the results of 
loss of sleep for eighty to one hundred hours 
without any noticeable physical changes or de- 
creased efficiency in the performance of varied 
mental tests.’* So long as these men kept active 
they seemed to be as competent as they were dur- 
ing a normal day; it is difficult to determine the 
effect of their interest on their performance. It 
would seem from the evidence presented by these 
men that sleep is merely a luxury. Another group, 
Johnson, Swann, and Wiegand, however, conclude 
that the tests used do not adequately measure 
the undoubted changes which are present. A re- 
cent study, the case of Mr. Z., is interesting in that 
the subject voluntarily deprived himself of sleep 
for 236 hours (ten days).”° 

This man, like all the others reported, recovered 
promptly following a twenty-four-hour rest. Com- 
mon experience also indicates that there is no so- 
called “sleep deficit,” 7. e., that additional sleep is 
necessary to overcome the effects of prolonged loss 
of sleep. Instances of great productivity, combined 
with good health and longevity, may be cited to 
the patient ; examples are Napoleon, John Wesley 
(the founder of Methodism), Thomas Edison, the 
inventor, and Pareto, the Italian sociologist. Sev- 


eral experiments in the reversal of sleep rhythm 


even point to the possibility of increasing the 
length of the working day by sleeping from 7 p. m. 
until 12:30 a.m., when sleep is supposed to be 
most efficient. It is claimed that persistence in 
this routine enables a person to become habitu- 
ated sufficiently well to maintain a high level of 
efficiency.** It is suggested that in the future 
planned sleep to increase productivity may become 
common. 
THEORIES OF SLEEP 

The many theories of sleep are summarized as 
follows: 

Cerebral Anemia (Alcmeon, fifth century B. C.; 


membach, 1795; Mosso, nineteenth century ; Howell 
teenth and twentieth century). 


Osmotic Theory supposes that water enters into the 
nerve cell as a result of the functional activity, thereby 
decreasing its excitability. (Rosenbaum, Devaux.) 

The Dendritic Retraction Theory supposes that the con- 
tact between the dendrites is broken, and presumably asso- 
ciative brain processes are interfered with. (Duval, 1895; 
Cajal, Lugaro.) 

Toxic Theories — Burton, “Anatomy of Melancholy.” 
Pieron, the most able representative, believes in a “hypno- 
toxin.” Others believe that lactic acid, cholesterin, CO., 
“leucomaines” (unoxidized products obtained from muscle), 
“neurotoxins,” may be the specific agent involved. 

Endocrine Theory—Salmon believes that sleep is a 
secretory function of the hypophysis. 


Blu- 
, nine- 


function 


Sleep Center Theory assumes a regulatory 
Supported by much ex- 


exercised by the diencephalon. 
perimental and clinical evidence. 
Sleep as a function of different levels of the organism 
which are dissociable. (Kleitman.) 
Sleep as inhibition. ( Pavlov.) 
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KLEITMAN’S THEORY OF SLEEP 
Kleitman correlates the following facts into a 
theory of sleep: 
1. Sleep is an easily reversible activity of the highest 
functional centers of the cortex. 


2. The inactivity is due to a functional break between 
the cortex and lower centers. 


3. The break results in a decreased number of afferent 
impulses from the sensory organs, especially those of 
proprioception which may become fatigued. 

4. In the absence of such fatigue, voluntary or involun- 
tary relaxation may produce the same effect. 


5. Diurnal wakefulness and sleep is a conditioned phe- 
nomenon. 


6. Sleep can be correlated with a decrease in muscle 
tone and decrease in body temperature. 

This view (Kleitman and Pavlov) is more at- 
tractive than the others presented in that it postu- 
lates cortical activity or lack of activity as an 
integral part of the sleeping process. We defi- 
nitely feel that even though the actual physiology 
of sleep is not understood, it is a definite vital 
function engaged in by the personality as a whole, 
including all levels: structural, physiologic, endo- 
crine, autonomic and cortical, and that most sleep 
disorders must be treated on the level at which 
they occur, 7. ¢., the highest integrating or psycho- 
biologic level. 

DISORDERS WHICH CAUSE SLEEPLESSNESS 


We now turn to the various disorders which 
cause sleeplessness. A conveniently simple clini- 
cal classification is: 

I. Environmental causes. 
II. Psychobiologic causes. 
(a) Toxic-organic. 
(b) Personality malfunction. 
1. Psychoneurosis. 
Affect disorders. 
3. Content disorders. 


Environmental Causes.—Environmental causes 
are important to keep in mind, because much pa- 
tience and perseverance are necessary to discover 
these causative factors when investigating a case. 
It would obviously be unnecessary to treat a per- 
sonality disorder when moving into a quieter 
apartment would cause cessation of the complaint. 
Besides noise of all descriptions, one considers the 
possibility of an unsatisfactory bed, mattress or 
sleeping arrangements; too much warmth, too 
heavy covers, odors, lights, drafts or other poor 
ventilation, improper humidity, and even altitude. 
Habituation is important in the latter case, as 
can be attested to by some who have experienced 
sleeplessness due to marked change in altitude. 
Temperature and humidity, likewise, offer prob- 
lems of habit training, as exemplified by travelers 
in the tropics.* 

Toxic-Organic Causes.— We emphasize the 
toxic-organic causes because every patient should 
have the benefit of a thorough physical examina- 
tion to rule out the possibility of somatic pa- 
thology. Organic disease may cause sleep disturb- 
ance “due to pain, distress, discomfort, tension, 
fatigue, toxemia ; or from the secondary emotional 
effects, such as anxiousness, preoccupations, worry 
and feelings of depression. Such factors will be 
easily apparent in most diseases, but sleeplessness 
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may be one of the earliest complaints in hyper- 
thyroidism, the avitaminoses (beriberi, pellagra, 
Korsakow’s syndrome), syphilis, including pare- 
sis, postencephalitis, arteriosclerosis, hypertension, 
cardiac disease, and cancer. Hypothyroidism is 
generally said to produce somnolence, but sleep- 
lessness was found by Watkins in 6 per cent of 
his cases."** Insomnia, or a mild stupor, may be 
the presenting complaint in obscure cases of sub- 
dural hemorrhage weeks after the injury. Hunger 
pangs, mild hypoglycemia, and obesity may be 
causative factors. The latter often causes physical 
discomfort, but may also be a clue revealing too 
large an ingestion of an evening meal, or a rela- 
tive myocardial insufficiency. Theoretically, fa- 
tigue causes insomnia by increasing the number 
of tonic discharges, thereby removing the opti- 
mum conditions for relaxation and sleep.2* The 
ingestion of tea, coffee, tobacco, alcohol, or carbon 
monoxid are possible causes of insomnia in cer- 
tain people. That there is wide variation in indi- 
vidual susceptibility is well established. 1° 


Encephalitis and Sleep—A few words on en- 
cephalitis are in order, since the observation of 
this disease has taught us much about sleep dis- 
turbance. The somnolence which may be found 


here is usually associated with lesions of the floor 
of the third ventricle ; tumors and trypanosomiasis 
in this location also cause sleepiness. These lesions 
cause a paroxysmal type of somnolence, usually 
free from torpor and dulling of the sensorium if 
there is no increased intracranial pressure, which 
is indistinguishable from normal sleep, and from 


which the. patient can be awakened to full con- 
sciousness (Fulton and Bailey). There is no 
rational treatment. The insomnia caused by en- 
cephalitis does not seem to harm the patient. Like 
the insomnia of other organic diseases of the brain, 
it is very difficult to induce sleep in these patients 
even with large doses of hypnotics. Reversal of 
sleep rhythm was a pronounced finding in the 
great epidemics of 1917 to 1920. 

Narcolepsy. — Narcolepsy, the “condition of 
which the main or even the sole symptom is the 
occurrence in the daytime of paroxysmal attacks 
of a state closely resembling sleep,”? has been 
classified by Wilson *° as follows: 


1. Recurring diurnal attacks of sleep, (a) with 


attacks of tonelessness; (b) without toneless at- 
tacks. 


Sleep attacks of continuous duration, day 
and night slumbers merging into each other, con- 
tinuous sleep. 

There is a third possible subdivision, namely, 
attacks of tonelessness without sleepiness that has 
been seen by Wilson. He believes that the narco- 
lepsies are no more a single disease entity than 
the epilepsies, and the cause no more known. He 
groups the causes under the following: (1) trau- 
matic; (2) psychopathological; (3) endocrine; 
(4) epileptic; (5) toxic infective (encephalitis) ; 
(6) circulatory; (7) tumors; (8) idiopathic. 
Treatment should be directed against removal of 
possible causes. Large doses of ephedrin may 
abort attacks, and are the best known remedy for 
the sleepiness. Benzedrin is now being offered 
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as a more efficient drug, since the effects are 
supposed to be less toxic and more prolonged. 
(Narcolepsy, Prinzmetal and Bloomberg, J. A. 
M. A., 105, 2061, Dec. 21, 1935.) 


PERSONALITY MALFUNCTION 


The next large group of causes are those due 
to some degree of personality malfunction. These 
may be severe enough as to constitute a major 
psychosis, in which case treatment should be di- 
rected by a competent psychiatrist and usually in 
a psychiatric hospital. Those personality disorders 
which cause persistent symptoms, but do not dis- 
rupt the integrity of the individual or unfit him 
for ordinary society, are known as minor psy- 
choses or part reactions. In the strictest sense, 
true insomnia is due to a part reaction. The more 
important types of part reactions seen are: 

1. Personality problems as expressed by hys- 
terical, hypochondrical, 
neurasthenic complaints. 

Affect disorders, in which the mood may be 
sadness and melancholy or elation. 


obsessive-compulsive, or 


3. Content disorders, with expressions of im- 
pure affects like fear, suspicion, anxiety, or gen- 
eralized tension. These may border on the more 
malignant types with true delusional systems and 
hallucinations.** 


PREFERABLE PLACES FOR TREATMENT 


Before discussing treatment in detail, it may 
simplify the problem to mention that often a pre- 
liminary survey will be necessary to decide if the 
patient can be treated as an ambulatory case or as 
a patient in his own home, or w hether removal 
to a general or psychiatric hospital is advisable. 
The principles of treatment will be the same in all 
cases, but the actual management will differ widely 
on this score. Each case must be decided on its 
own merits. Most “complaint disorders” or “part 
reactions” can be cared for through office inter- 
views; the few persons whose ailments cannot be 
handled in this way should go to a sanitarium or 
psychiatric hospital, where “the routine environ- 
ment may be rigidly controlled. Major psychoses 
usually require psychiatric care in a_ hospital. 
Toxic-organic disorders must usually be treated 
in a hospital, where good nursing care is avail- 
able. The severe deliria need care in a psychiatric 
hospital. 


TREATMENT OF A PERSONALITY PROBLEM 


The treatment of a personality problem begins 
with an extended study of the individual by means 
of the techniques taught by Adolf Meyer and his 
colleagues, after thorough physical, neurologic and 
laboratory examinations have ruled out all possi- 
ble toxic-organic causes. Environmental causes 
will usually present themselves in the complaint 
and the history, and will suggest their own treat- 
ment. 

The first step in this procedure is to investigate 
the complaint of the patient in every detail.*”** 
We ask: Exactly how does this patient suffer 
from sleeplessness? What are his sleep habits 
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Chart 1. 


and how have they been disturbed? Is there 
early morning waking as in depressives, or re- 
versal of sleep rhythm as in arteriosclerotics and 
some encephalitics? What are the disturbing fac- 
tors? When did the complaint arise, and in what 
setting ? What concomitant factors (social, finan- 
cial, physiologic) causing unrest are present? 
What is the content? These leading questions and 
others which they suggest, when answered in quite 
specific detail, will usually reward the physician 
with a clear picture of the complaint. This type 
of investigation may be as precise and “scientific” 
as any other clinical or laboratory procedure. 

We now proceed to find out more about the 
person who is suffering from the complaint. To 
this end we follow a systematic inquiry regarding 
the developmental history; the social and intel- 
lectual history; the religious, familial, occupa- 
tional, and other special interests; the personal 
habits; the past personality and the family his- 
tory, so that a broad picture of this patient in 
action is obtained. If necessary, corroborative in- 
formation is obtained from relatives and associ- 
ates. When all this is thoroughly done, one can 
trace the onset and gradual development of the 
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Showing irregular broken sleep in a manic-depressive psychosis, manic 
type. Reliance on paraldehyd for short period, continuous baths and warm wet packs. 
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disorder both in relation to 
the deeper causative fac- 
tors present in the patient’s 
personality as well as to 
the immediate precipitat- 
ing factors. We attempt to 
reconstruct the moving 
drama of the whole per- 
son, breathing, acting, will- 
ing, working out his des- 
tiny as he may without 
artificial division into a 
biologic or psychologic 
body. We recognize an 
integrated personality con- 
sisting of many related 
part functions, any of 
which may be out of order 
and causing the whole to 
suffer. In order to control 
this maladjustment the 
facts of the life record 
must be organized in a 
trained, skillful manner, 
so that they will be useful 
for therapy, for each case 
is unique and will dictate 
the manner in which it 
is to be treated. Common- 
sense procedures are em- 
ployed to help the mal- 
adjusted patient reorgan- 
ize his manner of living 
in such a fashion that the 
complaint will disappear. 
After an affective rapport 
has been established be- 
tween the physician and 
the patient, based on the 
latter’s confidence and re- 
spect which have been en- 
hanced by the impressive 
methodical investigative procedures outlined, one 
may employ aeration or ventilation of the conflict 
material presented, either by direct interviews or 
in unusual cases by means of special methods such 
as hypnosis and sodium amytal interviews. The 
important thing is that the patient is given a chance 
to discharge and bring out in the open all of those 
life experiences which have been causing him con- 
cern either more or less consciously. Where one 
discovers an unusual emotivity either from the his- 
tory, the Jung-association test or the association- 
motor test, one may desensitize the patient to the 
painful situation by repeated interviews until he 
can face the unpleasant realities as frankly and 
as honestly as possible. This procedure is espe- 
cially valuable in the symptomatic treatment of 
fear reactions. A planned reéducation is gradu- 
ally worked out by mutual participation between 
the physician and the patient; as the latter de- 
velops a clear insight into the mechanism of his 
illness, he establishes new habits of response to 
noxious stimuli, and formulates an adequate in- 
dustrial, social, recreational and activity program 
to insure future stabilization. Reassurance is given 
as needed, but dependence upon the physician is 
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to be gradually discour- 
aged, since it is the ulti- 
mate goal of the medical 
profession to make itself 
unnecessary. In addition, 
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which cannot be altered are 
recognized as such and the 
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CLINIC CHARTS 


There are few good 
classifications of the sleep 
disorders as such, so we will limit ourselves to 
pointing out those types of sleep disturbance which 
are somewhat characteristic of the disorders in 
which they occur. The charts devised at Phipps’ 
Psychiatric Clinic are a valuable aid in describing 
those disturbances.**:** (See Charts 1 and 2.) 
We employ them at our hospital (Colorado Psy- 
chopathic Hospital) in all cases where the in- 
somnia is difficult to control, in order to obtain 
more exact information about its nature. The 
nurses note on a special chart at half-hourly inter- 
vals whether the patient is asleep or awake. Spe- 
cial procedures or medication are also recorded, 
together with any pertinent information describ- 
ing the nature of the sleep. Muncie ** lists the fol- 
lowing advantages and disadvantages of the chart : 

1. It gives immediate information concerning the time 
and duration of sleep. 

2. It gives an immediate correlation between sleep and 
hypnotic medication. 

3. It leaves room for marginal annotations, 
references to other parts of the history, « 
chart, the pulse and temperature chart. 

4. It is concise, one sheet of the size of ordinary his- 
tory paper giving space for two months, and adds little 
bulk to the history—a matter of no little importance. 

5. Its use involves no change in nursing procedure. 

_6. The recording is easy and takes little of the nurse's 
time. It has several disadvantages : 

(a) It is based merely on our half-hourly type of re- 
cording. 

(b) It gives no information regarding depth of sleep. 

(c) It gives no information concerning the condition 
and activity when the patient is not asleep. 

The nurse’s notes kept nightly on each patient have to 
supplement the record. 

In general, relaxed posture, deep, regular respiration 
(and snoring), unresponsiveness to environmental stimuli, 
have to serve as criteria for sleep. Fairly uniform depend- 
ability is attained. 
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Chart 2.—Psychoneurosis, anxiety 
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state, 


showing difficulty 
drugs used, continuous baths and cold wet packs employed. 


in falling asleep. No 


HOW CHARTS ARE USED 

From these charts we can correlate certain types 
of sleep disorders with the type of disorder pres- 
ent. In the psychoneuroses, “complaint disorders,” 
minor psychoses (merergasias), one may find diffi- 
culty in falling asleep, and intermittent sleep, often 
with prolonged desire to sleep in the morning 
(Type B). Here the content is the disturbing 
factor, since it is often of an anxious, fearful, 
obsessional or hypochondrical nature. In_ this 
group are the patients who utilize insomnia as an 
alibi for their failures; those who have fears re- 
garding amount of necessary sleep; and those who 
fear insanity. 

The affective disorders also present a character- 
istic picture. In the simple depressions one often 
finds no difficulty in falling asleep and sleeping 
until the early morning hours ( Type A). Then 
the typical ruminations prevent a return to sleep. 
Suicidal preoccupations are often present. To- 
gether with sadness and melancholy, this type of 
sleep may be taken as pathognomonic of depres- 
sion. An elated mood shows all types of disturb- 
ance without any definite pattern, and the patient 
may not sleep all night because “he is too busy.’ 

Hallucinations of whatever type keep the pa- 
tient awake because of stimulation. They may 
be pleasant or fear-inspiring. This is seen espe- 
cially in schizophrenia. 

In the toxic-organic disorders we see all types 
of sleep disturbances, since the content and the 
specific toxins make sleep very difficult. It is well 
known that many delirious patients do not sleep 
enough, so that the first requirement of treatment 
is to ‘provide enough sleep. 


(To be concluded) 


THE PRESENT STATUS OF RENAL 
SYMPATHECTOMY* 


By Tuomas E. Grsson, M.D. 
San Francisco 


NTRODUCTION.—tThe last few years have 
seen a great increase in knowledge of the func- 
tions and dysfunctions of the autonomic nervous 
system. Major developments have occurred in the 
field of surgery. A number of clinical syndromes, 
now recognized as due to dysfunction of the auto- 
nomic nervous system, have been signally bene- 
fited by sympathectomy, among which are Buer- 
ger’s disease, Raynaud’s disease, Hirschsprung’s 
disease, scleroderma, essential hyperhidrosis, es- 
sential hypertension, cardiospasm, certain types 
of vesical paralysis, unexplained splanchnic pain, 
selected cases of chronic rheumatoid arthritis, and 
nephralgia. The three factors concerned in dis- 
ease of the autonomic system relieved by sympa- 
thectomy are: (1) excessive vasomotor constric- 
tion, (2) pain, and (3) motor imbalance or dys- 
kinesia. The application of sympathectomy in 
renal surgery rests on the assumption, first of 
all, that sympathectomy is without harmful effect 
on the kidney ; second, that the operation is techni- 
cally feasible; and third, that there are definite 
indications for the operation. 


RENAL INNERVATION 

The kidneys are innervated chiefly by the 
splanchnics (Fig. 1). The vasoconstrictor compo- 
nent far outweighs the vasodilator in importance. 
The renal plexus forms a network about the renal 
artery, which is readily amenable to surgical at- 
tack. The nerves to the kidney are sensory, vaso- 
motor, and motor to the smooth muscle of the 
pelvis, ureter, and calyces. It is evident, there- 
fore, that (1) vasomotor spasm, (2) pain, and 
(3) motor imbalance or dyskinesia, for which 
sympathectomy has been successfully performed 
in other parts of the body, are potentially present 
to produce disturbances in the kidney which may 
not always be accounted for on the basis of or- 
ganic lesions. 

EXPERIMENTAL EVIDENCE 

A vast amount of experimental work has been 
done to determine the effect of denervation on 
the kidney. Claude Bernard, as early as 1859, per- 
formed splanchnicotomy and noted the occurrence 
of polyuria. This work was subsequently con- 
firmed by numerous investigators in connection 
with successful transplantation of kidneys, which 
insures complete denervation. Their results in 
general showed an increased secretion of urine of 
slightly lower specific gravity with relative lower- 
ing, but total increase in solids lasting from a few 
weeks to several months, explained on the basis 
of vasodilatation. These experiments showed that 
there are apparently no secretory nerves to the 
kidney, and that vasomotor conditions in the 
kidney, added to the chemical and hormonal action 
of substances in the circulating blood, are ade- 
quate to explain all variations and types of renal 
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Fig. 1.—Schema of renal innervation (after Dam- 


brin). The dorsal roots, sixth to twelfth, and the 
first lumbar, supply the kidney through the splanch- 
nic nerves by way of the celiac ganglia. The renal 
plexus forms a network about the renal artery. 
The vein (shown by arrows) is not surrounded by 
nerves, thereby simplifying the surgical problem. 


function. Other investigators who performed renal 
sympathectomy without transplantation came to 
the conclusion in general that the denervated kid- 
ney is sufficient to maintain life, even in the most 
severe exigencies that the normal kidney is capa- 
ble of coping with, and that the operation is free 
from danger. Bilateral denervation in animals 
produced no impairment in health or renal func- 
tion, and no late harmful effects were noted by 
the vast majority of investigators. In dogs, re- 
generation of the nerves occurred in from three 
to five months. Some experimenters found that 
the denervated kidney seemed better able to handle 
infection than the normal, as judged by urinary 
findings, and by the fact that more abscesses 
developed in the normal than in the denervated 
kidney following intravenous injections of attenu- 
ated staphylococcus aureus. On the other hand, 
certain observers found that repeated insults ap- 
peared to damage the denervated kidney more 
than the normal, the explanation being that loss 
of nervous control, with attendant vascular dila- 
tation and stasis, lowered the resistance of the 
tissues to injurious agents, to which the organism 
was subjected repeatedly for long periods of time. 
Toxic agents, such as snake venom, mercury bi- 
chlorid, uranium acetate, and cantharides, injured 
the normal kidney less because of protective vaso- 
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taken up the excretion medium (neo-iopax). 


Fig. 2.—Case of sympatheticotonia: (A) Intravenous urography showing normal excretion on right, but complete 
failure of excretion on left, although increased density of kidney shadow 
(B) Retrograde ureteropyelography with negative findings. 
severe renal colic, yet no organic change such as stricture, 
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shows that the renal parenchyma has 
Patient had 


stone or irritating crystals could be found to explain 


the pain. The condition is apparently a spasm of the papillary ring muscles which prevents the excretion medium 


in the kidney from reaching the calyces and pelvis. 






constriction. Furthermore, renal denervation had 
no effect on the time or amount of diuresis and 
loss of edema in the recovery of rabbits from 
uranium poisoning. 


CLINICAL EVIDENCE 


Clinical application of renal sympathectomy 
begins with Papin, who reported the first oper- 
ation on a human being in 1921, and advocated 
it for the relief of pain due to chronic nephritis, 
small hydronephroses, and nephralgias of un- 
explained origin. Although the operation has not 
achieved great popularity, it has made, almost 
without exception, a favorable impression upon 
those who have had any appreciable experience 
with it. Increasing knowledge of the physiology 
of the upper urinary conduction apparatus has 
made it apparent that disturbances of motility 
(dyskinesia) may exist and cause pain in the 
absence of demonstrable organic pathology, and 
that even hydronephrosis and atony, or dilatation 
of the ureter, may occur in the complete absence 
of an obstructive factor. The term “sympathetico- 
tonia” has been applied to these disturbances of 
innervation. Renal colic and nephralgias, which 
cannot be accounted for except on a functional 
basis even after the most thorough urologic in- 
vestigation, fall in this category (Fig. 2). Many 
of these cases will respond to non-surgical treat- 
ment; but in those stubborn and inveterate cases 
which fail to respond, renal sympathectomy as a 
last resort is a justifiable procedure. Nothing is 
more striking and certain, according to several 
observers, than the relief obtained by operation 
in those suffering repeated, severe pain where no 





Patient relieved without operation. 


demonstrable pathology can be found. Sympath- 
ectomy has been advocated as a substitute for 
nephropexy. Nepropexy as an operation for re- 
lief of painful nephroptosis has fallen into dis- 
repute with many clinicians, because of the fre- 
quent failure to relieve the patient’s symptoms. 
Nephroptosis per se is not painful, even third 
degree mobility. Pain in these cases arises chiefly 
from interference with renal drainage. Relief of 
symptoms depends not on nephropexy, but on 
relief of obstruction existing in the form of ad- 
hesions, kinks, anomalous vessels, stricture of the 
ureteropelvic juncture which may be due to spasm 
(sympatheticotonia), actual inflammatory stric- 
ture, congenital narrowing or hypertrophy of 
smooth muscle at this point. If these factors are 
eliminated, nephropexy is of secondary impor- 
tance. Renal sympathectomy, which can be easily 
done at the same time, is comforting to the sur- 
geon because it makes doubly sure that pain will 
be relieved. Therefore, the procedure advocated 
in all cases of painful nephroptosis, regardless of 
whether some degree of hydronephrosis is present 
or not, is, first, to carefully dissect out the upper 
ureter and kidney pelvis, freeing it completely 
of surrounding tissues and ascertaining that the 
kidney has good drainage; and, second, to per- 
form renal sympathectomy in order to make 
doubly sure of completely relieving the patient’s 
symptoms. Nephropexy, then, may be omitted, 
except perhaps in cases of extreme ptosis. 

Other conditions offering a more hopeful prog- 
nosis from the standpoint of renal sympathectomy 
are the oligurias and anurias of certain types of 
Bright’s disease, as well as cases of reflex anuria 
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Fig. 3.—Prone (A) and vertical (B) pyelograms in pa- 
tient unable to work for three years because of left 
nephralgia. Slight atony of left ureter. No ptosis. Pain 


reproduced by pyelography. Urine sterile. No relief from 
ureteral dilatations. Cured by renal sympathectomy. 


which fail to respond to non-surgical treatment. 
Essential hematuria is, likewise, favorably influ- 
enced by sympathectomy when other treatment 
fails. It has been shown that renal sympathectomy 
has no effect on essential hypertension or on hy- 
pertension associated with chronic nephritis. Fur- 
ther investigation is needed to establish the value 
of renal sympathectomy in the various types of 
nephritis. The preliminary reports in this field do 
not appear to promise much except in the con- 
ditions noted above. Sufficient clinical evidence 
now exists to show that renal sympathectomy is 
not only without harmful effect on the kidney, 
but that even following nephrectomy the remain- 
ing denervated kidney is capable of carrying on 
normal renal function indefinitely, and is able to 
meet the demands of unusual emergencies, such 
as sickness, hard work, pregnancy, parturition, 
anesthesia, major surgery, and so on. 

Personal experience, limited to twenty cases 
in which renal sympathectomy seemed indicated, 
points to this operation as one of the fine acquisi- 
tions of modern urology, to be resorted to, either 
alone or in combination with other essential pro- 
cedures, in all cases of renal pain in which little 
or no organic pathology can be demonstrated. 


In none of these cases mentioned was there 
any evidence of urinary infection, and the demon- 
strable pathology was slight, consisting of slight 
ptosis, beginning hy dronephrosis, or some kinking 
of the ureter. 

In reviewing the literature, it is singularly strik- 
ing that the vast majority of cases subjected to 
sympathectomy have been in women. In my own 
series, nineteen out of twenty cases have been in 
the female. Why should the indications for sym- 
pathectomy show this disparity with respect to 
sex? I think the reason is to be found in the fact 
that not only nephroptosis, but also sympathetico- 
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tonia is more common in the female. The most 
puzzling urologic problems are to be found in 
the female, because so often the findings on com- 
plete urologic investigations do not seem sufficient 
to fully account for symptoms apparently renal 
in origin. Livermore (1934) has noted the pre- 
ponderance of cases in women, and states that 
persistent pain in cases of slightly dilated pelvis 
and ureter is probably due to spasm, if infection 
and retention have been relieved. The neurotic is 
more susceptible to urinary tract spasm, hence 
more cases in women than men. Furthermore, the 
endocrine life of women is much more stormy and 
eventful than that of men. Spasm may possibly 
be due to many factors other than pure neurosis 
such as focal infection, allergy, disease of adjacent 
viscera such as colitis, appendicitis, gall-bladder 
disease, ovarian and tubal disease, and malposition 
of the uterus. Spasm may be due to irritating 
crystals in the urine or to toxins from some dis- 
turbance of metabolism. Relief depends upon re- 
moval of the cause, regulation of the endocrine 
system, treatment of neurotic symptoms, and, as 
a last resort, sympathectomy. Wharton’s (1932) 
anatomical dissections revealed a connection be- 
tween the sympathetic nerve supply of the ovary, 
testis, and ureter which would seem to give a 
sound neurologic mechanism to substantiate the 
hypothesis of a probable sexual foundation for 
certain cases of ureteral pain due to dyskinesia 
or spasm, in the absence of ureteritis and organic 
stricture. That they occur more often in women, 
according to Hepburn (1934) is because sexual 
emotional defeat occurs more often in women 
than in men. Usually, when a man has urinary 





Fig. 4.—Prone (A) and vertical (B) pyelograms in pa- 
tient who had right nephropexy performed eight years 
before. Satisfactory result of nephropexy, but pain had 
become increasingly excruciating. No organic pathology 
is evident except slight dilatation of upper major calyx. 
Patient completely relieved by renal sympathectomy. 
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symptoms a definite organic basis can be found 
to fully account for them. Hence, treatment offers 
something concrete to work on, with the expecta- 
tion of completely relieving his pain without hav- 
ing to resort to sympathectomy. The only male 
in my series had a retroperitoneal lymphosarcoma 
encroaching on the renal pedicle and upper ureter. 
The ureter and pelvis were freed of adhesions and 
sympathectomy performed, with complete relief 
from further attacks of renal colic. The presence 
of lymphosarcoma, which eventually caused death, 
was not suspected until some time after the 
operation. 

One of the most interesting cases in the series 
was a nurse who had been unable to work for 
three years because of pain in the left kidney 
region. A complete urologic investigation was 
done, with negative findings except for a slightly 
atonic ureter. Pyelography (Fig. 3) reproduced 
her pain. Ureteral dilatations gave no relief. Be- 
cause of the insignificant findings operation was 
deferred for three years; but finally, in desper- 
ation, renal sympathectomy was done. This 
brought complete relief, and the patient has been 
able to work steadily at her profession ever since. 

In another case nephropexy had been done ten 
years before. Pyelography (Fig. 4) showed a 
satisfactory result of the nephropexy, but the pa- 
tient still had her pain. Sympathectomy was then 
done, with complete relief of pain. Such a case 
exemplifies the value of sympathectomy in certain 
cases in which nephropexy seemed indicated. 

Another case of interest was a woman with 
right-sided pain who had an appendectomy with- 
out relief. A complete urologic investigation re- 
vealed right nephroptosis with ureteral kinking 
and slight hydronephrosis and pain reproduction. 
A combined operation, consisting of ureteroneph- 
rolysis, sympathectomy, and nephropexy was done, 
with complete relief of symptoms. A check-up 
eight years after operation showed the kidney to 
be in excellent position, with normal functional 
findings. This case is cited to show that sym- 
pathectomy produces no harmful effects upon the 
kidney. 

Two patients had definite organic stricture of 
the ureter. Renal sympathectomy was done in 
these cases because of renal pain persisting after 
thorough dilatations of the ureter. Justification 
for the operation was found in the fact that the 
patients were relieved of pain. Such experiences 
illustrate the point that unexplained pain presuma- 
bly due to sympatheticotonia may coexist with 
organic lesions in the upper urinary tract. 


CONCLUSIONS 


1. Renal sympathectomy produces no harmful 
effects on the kidney; it is surgically feasible 
either alone or in conjunction with other pro- 
cedures ; and in a number of conditions there are 
either relative or definite indications for its appli- 
cation. 

2. Among the indications for renal sympathec- 
tomy are renal sympatheticotonia (spasm, atony, 
dyskinesia, hyperdynamic motility, adynamia) 
either alone or in association with definite organic 
changes (small hydronephroses, nephroptosis, pain- 
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ful chronic nephritis, painful adhesive perinephri- 
tis, essential hematuria, certain types of Bright’s 
disease associated with oliguria and anuria, un- 
yielding cases of reflex anuria, and possibly cer- 
tain cases of stone forming diathesis). 

3. Renal sympathectomy is recommended, in 
conjunction with other necessary surgical pro- 
cedures, as an extra precautionary measure to 
make doubly sure of complete relief in any case 
of proved renal pain in which careful investiga- 
tion reveals little or no demonstrable pathologic 


changes to adequately explain the symptoms. 
450 Sutter Street. 


OCULAR SYPHILIS: ITS TREATMENT* 
By Hans BarKAwn, M.D. 


San Francisco 


Discussion by H. Sutherland Campbell, M.D., Los 
Angeles; Julian N. Dow, M.D., Los Angeles; George H. 
Kress, M.D., Los Angeles. 


HEN one observes the therapeutic armamen- 

tarium in the office of a modern ophthal- 
mologist, it shows very few necessary additions 
for the efficacious treatment of ocular diseases 
over the armamentarium of the year 1905, the year 
in which the Spirochaeta pallida was recognized 
as the cause of human syphilis. We use, in the 
main, the same small list of drugs—atropin, eserin, 
homatropin, zinc, silver, yellow oxid, etc.—that 
we were brought up to use twenty or twenty-five 
years ago, and have not found a new drug so 
specific for some one eye disease that we failed 
materially in not having it in 1905. Tuberculin 
is perhaps an exception, yet many of us feel that 
even in ocular tuberculosis we obtained good re- 
sults without it. 


SEROLOGY HAS HELPED OCULAR SYPHILIS 
THERAPY 

In ocular syphilis, however, the therapeutic 
story is quite a different one. While potassium 
iodid and mercury were in free use before the 
present luetic therapy, the mode of administration 
was difficult, hasty, and insufficient as regards 
amount used. Diagnosis and treatment were based 
on very good clinical observation, but not subject 
to the check-up of present serologic methods. As 
a result the very distinct contrast in the number 
of cases of ocular syphilis observed in the mate- 
rial of the present day, and in that material on 
which I started my studies in 1912, is striking. 
At that time retro-orbital gummata, violent luetic 
iritis, fresh chorioretinitis, ocular palsies due to 
meningeal involvement, and numerous cases of 
both acute papallitis and of optic-nerve atrophies 
were common teaching material. 


OCULAR SYPHILIS LESIONS SEEN LESS 
FREQUENTLY TODAY 
Today we find it difficult to demonstrate to our 
Stanford Medical School students cases of syphi- 
litic iritis, papillitis, or fresh chorioretinitis, and 





* From the Department of Ophthalmology of the Stan- 
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Read before the Dermatology and Syphilology Section 
of the California Medical Association at the sixty-fourth 
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even interstitial keratitis is decreasing in fre- 
quency. In short, modern therapy, modern sero- 
logical check-ups, modern social service activities, 
and the spread of information regarding the 
practical curability of syphilis, have changed the 
clinical picture. In addition to the varied, and in 
most cases effective, therapeusis in our hands, the 
ophthalmologist and syphilologist have learned to 
work together. No longer does the ophthalmolo- 
gist prescribe a course of mercurial inunctions and 
atropin locally, to stop them when the eye for the 
time is well again. We rely upon syphilologists 
to take the case in hand and treat the individual 
for not only his present active syphilis, but so that 
he is syphilis-free regarding future danger to any 
of his organs before the treatment is stopped. It 
would be carrying coals to Newcastle to review 
here varied combinations used for the treatment 
of syphilis, no matter how expressed. Suffice to 
say that treatment of ocular syphilis is that of 
any syphilitic, with especial reference at the time 
of the eye infection, however, to the fact that the 
involvement of the eye in such a generally de- 
structive disease as syphilis may call for certain 
precautions, and that involvement of certain parts 
of the eye has been shown to react better to one 
form of treatment than to another. 


ARSPHENAMIN IN OCULAR SYPHILIS 


Allow me to take up a few of these specific 
ophthalmic points. There is fear regarding the 
use of arsphenamin. This dates back to the use 
of atoxyl and its trial in syphilis. It would fre- 
quently produce a toxic amblyopia. I quote from 
Moore’s “The Modern Treatment of Syphilis” in 
saying, “The condemnation accorded to it carried 
over unjustly to arsphenamin, was increased for 
a time by a misunderstanding of the mechanism 
of development of relapsing ocular lesions in in- 
adequate treatment of early syphilis, and was in 
the process of gradually dying out when it was 
revived by the introduction of tryparsamid into 
the therapy of neurosyphilis.” There are no true 
toxic arsphenamin reactions except conjunctival 
hyperemia. Very occasionally a superficial kerati- 
tis occurs, and I have noted an occasional photo- 
phobia lasting for one or two days. The Herx- 
heimer reaction is of clinical importance only in 
optic neuritis or primary optic atrophy. It is rare 
and can be avoided by starting treatment with 
other than an arsenical. Personally, I would add 
that a central fresh chorioretinitis should be 
handled with caution, just as one does not care 
to obtain a focal reaction with tuberculin in such 
an instance but is not worried about an even severe 
flare-up on the part of the iris, ciliary body, or 
cornea. Once therapy is on its way, ocular relapse 
is not due to arsphenamin, but to too little ars- 
phenamin. 

In modern days the nontreated luetic is a rather 
rare visitor in the ophthalmologist’s office. He 
comes usually with an iritis, and no manifestation 
of syphilis is more gratefully treated. One sees 
plastic adhesions and multiple papillomata of the 
iris disappear magically. 

INTERSTITIAL KERATITIS 


Interstitial keratitis is another story. Often 
opticians, optometrists, chiropractors, osteopaths, 
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and even ophthalmologists, have been consulted, 
and yet the child has not received treatment. 
Treatment extending for a minimum period of 
two years, regardless of serological findings, does 
in a great majority of cases shorten the process, 
cause initial prompt amelioration of the photo- 
phobia and pain, possibly reduces the incidence of 
relapse and may decrease the frequency of in- 
volvement of the second eye. Carvill and Derby 
state that in sixty-two patients the second eye was 
involved in only two cases observed over a period 
of from two to five years when, in the absence of 
treatment, bilateral involvement would have been 
practically certain. These statistics, while un- 
doubtedly accurate, are not supported by my own 
observations. In spite of intensive treatment I 
have seen the second eye involved in more than 
one-half the cases observed. Recently roentgen- 
ray treatment of interstitial keratitis has been 
highly praised by German investigators. I believe 
it may have use in those cases which have run 
their active course and whose dense, and still 
vascular, scars are radiated early, but I have had 
no personal experience with it. So much has been 
claimed for radium and roentgen-ray treatment in 
various diseases of the cornea, and so little has 
stood the test, that one may be rather skeptical. 
Artificially induced malaria and hyperpyrexia have 
been warmly praised, but their occasional danger, 
especially to the frequently marantic type of child, 
and the expense of the necessary hospitalization, 
speak against their standard use in interstitial 
keratitis. After all, in this particular manifesta- 
tion of ocular syphilis, we obtained excellent re- 
sults in 90 per cent of our cases in the days of 
mercurial inunction alone. I am not at all con- 
vinced that, except for some shortening of the 
process and amelioration of symptoms, mercurial 
inunction properly applied—I remember the chil- 
dren in Fuchs’ clinic sitting around a hot stove 
until they perspfred, before rubbing themselves 
vigorously—did not give just as good ocular re- 
sults as any other method. Occasionally a vicious 
process is not influenced by any therapy, although 
I have only once seen both eyes lost in interstitial 
keratitis. Undoubtedly salvarsan will act more im- 
mediately upon the deeper-seated iritis, chorioditis, 
and optic neuritis which is almost always present, 


PROGNOSIS AS TO VISION 


No effect of a syphilitic infection is more totally 
ruinous to the individual than total blindness. 
Here, too, we see the less blind, whose hard fate is 
caused by tabetic optic nerve atrophy. We natu- 
rally are helpless in the face of a total or nearly 
total atrophy. No human remedy can ever be 
reasonably supposed to restore vanished nerve 
fibers. In the earlier stages, however, we no longer, 
as we did in Vienna in 1912, dismiss them as 
destined to total blindness. We refer them to the 
syphilologist, provided that central visual acuity 
is 5/10 or better and the field not too restricted. 
Here there is one chance in two of retaining use- 
ful vision. If the vision in either eye lies between 
4/10 and 2/10, the prognosis is bad; and if less 
than this, there is practically no hope. Occasion- 
ally one will find a unilateral atrophic process, with 
good hope then of preservation of the better part 
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of the vision of the then still normal eye, and I 
have seen patients with a central scotoma and 
little, if any, peripheral loss who, with prompt 
treatment, have remained stationary. If however, 
both eyes are equally far advanced and below 4/10 
with corresponding field losses, the prognosis is 
bad, and this especially so if the process has been 
a rapid one. Intraspinal or intracisternal treatment 
has been the method of choice. 


FEVER THERAPY IN OCULAR ATROPHY 


Recently fever therapy in optic atrophy has 
found some enthusiastic supporters. Clark, in the 
last “Transactions of the American Ophthalmo- 
logical Society,” reports on a series of cases favor- 
ably influenced, the main conclusions being that 
there were no striking changes in the central visual 
acuity: that the Argyll-Robertson phenomenon 
disappeared in a small number ; that vision in optic 
atrophy may be retained if treatment is started 
early enough. In cases resistant to intraspinal or 
intracisternal treatment, improvement may occur 
after malarial inoculation. Tryparsamid is to be 
mentioned in relation to cases of early paresis or 
tabes, in spite of the fact that in about 10 per cent 
of patients so treated ocular symptoms are met 
with. If they occur, it is either following the first 
treatment and may be a total atrophy of the optic 
or, with a series of treatments, consists of initial 
symptoms of “heat waves” in the vision or very 
slight dimness, and treatment must of course be 
immediately stopped. Fields must be carefully 
checked during the progress of the treatment. The 
risk involved from the eye standpoint may be 
justified in view of the good effect of this treat- 
ment in these types of cases. This was strikingly 
true in a patient with central scotoma, but good 
peripheral fields. Fever therapy, however induced, 
is a long and difficult process, needs most careful 
supervision, and can really be done well only by 
hospitalization. This in itself does not conduce 
to its use as a standard method applied to large 
clinical material. Many cases of tabetic optic nerve 
atrophy will not submit to such treatment. Un- 
fortunately this is a disease without pain and with- 
out general symptoms. Ophthalmologists all ap- 
preciate the sometimes strikingly indifferent atti- 
tude of the tabetic with optic atrophy. He has no 
other complaints, is usually of stocky build and 
devoid of gastric crises, bladder symptoms, and 
ataxia, often of the ignorant type and cannot see 
why such a small affair as an eye needs such 
drastic treatment. This is only a personal obser- 
vation, and please take it as such; but it is a fact 
that that is the sort of tabetic I have seen fre- 
quently. The highstrung, thin, rather tall tabetic 
with typical walk, and a cane in either hand, rarely 
suffers from optic atrophy. 


IN CONCLUSION 


In conclusion, the wise ophthalmologist will 
work hand in hand with the syphilologist, trust 
his judgment as regards frequency of dosage and 
length of treatment, and observe the eye frequently 
enough so as to be of moral support to the patient 
and of clinical help to the syphilologist. 

Stanford University Hospital. 
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DISCUSSION 


H. SuTHERLAND CAMPBELL, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).—The treatment of ocular syphilis is 
a matter too rarely included in a symposium on syphilis. 
It is a branch of the disease, the essentials of which are 
somewhat remote to many of us—as remote as are the 
varying, dimly-remembered eye-ground pictures occasioned 
by the different tissues of the eye which might be involved 
in the syphilitic process. These are visualized only by the 
ophthalmologist, and in similar manner the objective re- 
sponse to therapy is in a measure a closed book to other 
than those who are not only especially trained to examine 
the eye-grounds, but are also constantly applying the art. 

When it is recognized that, of all eye involvements, 
only interstitial keratitis, or iritis, may commonly be 
visualized by us, and that “certain conditions call for 
advancement to therapy with a greater or lesser degree 
of caution,” it becomes obvious that collaboration in the 
therapy of ocular syphilis between the syphilologist and 
the ophthalmologist becomes more of a necessity than an 
adventure. 


The incidence of ocular syphilis in a thousand consecu- 
tive cases was shown by MacCormac to be as follows: 
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So that in some sectors ocular involvement holds place 
over both the visceral and cardiovascular systems. It has 
been interesting to learn from this paper that a compari- 
son of clinical findings in the eye, past and present, over 
a comparatively short period of time manifest a meta- 
morphosis in visual characteristics which parallel those 
found in the skeletal and integumentary systems over a 
similar short period, inasmuch as the Charcots, nodular 
ulcerative syphilides, and massive sluffing gummas, so 
commonly seen in the early clinics, are today essentially 
rare. My last view of a group of these somewhat ancient 
lesions were seen at the Government Hospital Yard, in 
Marakeesh, French Morocco. The affected individuals 
were largely nomadic tribesmen, who had recently come 
from the outlying regions where modern therapy was un- 
available. While this metamorphosis in the lesions of 
syphilis could be attributed to increased individual resist- 
ance, it is more prone to be due to the incidence of the 
arsenicals plus educational training, inasmuch as syphilis 
has been common to many generations preceding ours. 
And as race resistance is a slowly-acquired quality, it is 
hardly to be expected that such transformation in body 
lesions would occur within the space of some fifteen to 
twenty years. 


In no other field in medicine can one find such a variety 
of conflicting opinions as in that of syphilotherapy. And 
ophthalmology has for long been concerned with the 
danger of the production of blindness by the use of cer- 
tain arsenical preparations. Conflicting opinions are met 
with both as to the degree of danger in the face of cer- 
tain conditions, also as to the drugs most responsible for 
adverse results; and this despite the stigma of blame still 
attached in definite measure to tryparsamid. The ars- 
phenamins have more recently been proved harmless. 


Reese, who in the face of an opposite majority contends 
that tryparsamid is equally as effective as malaria in the 
therapy of neurosyphilis, has to say in its defense “that 
the statement referred to in all reports, that tryparsamid 
is a menace to the optic nerve causing toxic amblyopia, 
necessitates comment. The literature reports that out of 
1,254 patients treated with tryparsamid, 15 per cent com- 
plained of subjective and objective visual disturbances, 
with only two per cent permanent tract changes.” 

Beigelman, in a recent paper also emphasized the harm- 
lessness of the arsphenamins. In his synopsis regarding 
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the arsenicals in general he observes that, following the 
introduction of atoxyl, about one hundred cases of optic 
nerve atrophy were published. Later both salvarsan and 
neosalvarsan came under suspicion in connection with the 
many neurorecurrences, i. ¢., optic nerve lesions follow- 
ing their use; but these reactions occurred only weeks 
after their use, and not immediately, as one would expect 
in a toxic reaction. They were inflammatory lesions and, 
therefore, due to infection rather than to a true toxic 
effect. The strongest proof of this lies in the fact that 
these neurorecurrences in the majority of cases dis- 
appeared or, improved after continued therapy with the 
same arsenical compounds. 

Young and Lovenhart have demonstrated that the toxic 
effect of the arsenicals upon the optic nerve is related to 
the molecular structure of the compounds, and that arseni- 
cals with the amino group in a para position to the arsenic, 
such as atoxyl and tryparsamid, produced optic lesions in 
rabbits, while arsenicals with the amino group in a meta 
or ortho position to the arsenic, such as arsphenamin 
and neoarsphenamin, were totally harmless. Agreement 
in large measure with the present paper is shown in the 
statement that the answer to the question as to possible 
optic nerve damage, due to the use of salvarsan or neo- 
salvarsan, is decidedly negative. Clinical experience with 
tryparsamid indicates that the drug has an affinity for the 
optic nerve, as reports on amblyopia following its use 
have been rather alarming. The dimness of vision met 
with usually occurs after the fifth dose of tryparsamid, 
and this clears entirely when the drug is withdrawn. It 
has been shown that the damage from tryparsamid may 
be particularly serious in extent and in permanence, when 
the drug is administered to patients with evidences of 
optic nerve atrophy. Its use, therefore, calls for careful 
and continuous ophthalmologic control. The important 
test is the perimetric study rather than the fundus exami- 
nation, and once a definite change is found in the visual 
fields the drug must be immediately and completely dis- 
continued. The resumption of tryparsamid, after a rest 
period of thirty days, as has been suggested by certain 
workers, is in general condemned by both ophthalmolo- 
gists and syphilologists. 

There are two fundamentals which may be gleaned 
from Doctor Barkan’s very acceptable paper: first, the 
possibility of inducing immediate harm in certain eye con- 
ditions by means of an acute therapeutic reaction. This 
can readily be overcome by commencing therapy with a 
drug whose known immediate focal reaction is negligible 
Following Dr. Roy Thomas’ observation regarding the 
safeness of iodobismitol in certain cardiovascular cases, 
which was given at a recent symposium on syphilis, clini- 
cal experiments were made in a few cases, demonstrating 
surface body lesions, and observations taken with respect 
to the immediate focal reactions from its use. These were 
found to be negligible, and the resultant healing steady 
and slow. It is possibly the safest drug in this respect; 
second, the possibility of blindness developing as a slightly 
delayed reaction following the use of certain of the arseni- 
cals, i. ¢., atoxyl and tryparsamid. In the latter case 
their use seems to be warranted only under the early and 
constant supervision of an ophthalmologist. In the event 
this is denied us, blindness as an end-result even in a very 
few cases would indicate that we are hardly justified in 
utilizing them, irrespective of the fact that better results 
might be obtained from their use in the larger number 
of cases. : 

Jutian N. Dow, M.D. (1228 Roosevelt Building, Los 
Angeles ).—Doctor Barkan has very thoroughly discussed 
the treatment of syphilis from the ocular standpoint, and 
I can do little except endorse all he has written. 

With the use of arsphenamin the duration of the acute 
uveal inflammations, due to syphilis, has been greatly 
shortened and seldom is any untoward reaction noticed. 

Doctors J. J. Skirball and F. M. Thurman have written 
of observing twenty cases that have shown neuroretinitis 
and vitreous changes during the course of arsphenamin 
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therapy. Recovery occurred after the administration of 
arsphenamin was discontinued. The condition recurred 
upon resuming the treatment and again cleared when dis- 
continued. These changes were noticed by these authors 
in both early and late cases. In early cases, under my 
observation, this has never been observed, and the short- 
ened course of ocular inflammation, when the case is 
treated with arsphenamin, is most gratifying. In all in- 
volvement of the posterior segment of the eyeball, caution 
is to be maintained at all times and frequent observations 
made as to the results following each injection. 

There are about fifty thousand patients in the United 
States with primary optic atrophy due to syphilis. The 
time from the onset of the ocular symptoms until blind- 
ness occurs averages from two to three years. The ocular 
changes may occur as an isolated phenomenon in neuro- 
syphilis, and often little attention is paid to these symptoms 
by the patient until quite late in the course. 

David Lees reports 613 cases of neurosyphilis, of which 
forty-eight, or eight per cent, showed optic atrophy. In 
five hundred cases of neurosyphilis with tryparsamid, he 
reports that treatment was stopped in five cases only be- 
cause of permanent ocular damage. In his series any visual 
loss that was observed occurred during the first four or 
five injections. 

Twenty-one cases of optic atrophy which were treated, 
with tryparsamid and bismuth, had the progress of the 
optic atrophy arrested for from six months to five years. 

I feel that ocular fields should be taken after each ad- 
ministration of tryparsamid, regardless of the fact that no 
apparent loss is shown after the first several injections. 

As Doctor Barkan has stated, “the ophthalmologist can 
be of assistance to the syphilologist in the observance of 
local reactions whenever ocular involvement is present.” 


Georce H. Kress, M. D. (945 Roosevelt Building, Los 
Angeles).—Few subjects have received more attention in 
medical literature than syphilology. The wide distribu- 
tion of lues, with its varied and serious visceral mani- 
festations must always make the disease a subject of in- 
tense study by all physicians, both in general and special 
practice. Because ocular syphilis, if improperly treated 
may lead to blindness, with all its sorrows, the proper 
treatment of luetic eye involvements is very important. 
As stated by the author, the present treatment of syphilis 
is comparatively recent, dating particularly from the dis- 
covery of the organism at fault, the introduction of the 
Wassermann test and the therapeutic use of the newer 
arsenicals and the bismuth preparations. 

The reports in the literature of unfortunate experiences 
(with atoxyl as a cause of optic atrophy) naturally led to 
a prejudice to Ehrlich’s 606 and the other arsenicals that 
followed when used in the treatment of ocular syphilis, 
which even today exists here and there. Clinical and 
statistical evidence, however, go to show more and more 
that the arsphenamins should not only be used in oph- 
thalmologic practice, but that in luetic uveitis and inter- 
stitial keratitis they should be resorted to early, and con- 
tinued after the acute ocular symptoms have subsided, in 
order to prevent avoidable relapses. The use of the bis- 
muth and mercury preparations as adjuncts is nearly 
always in order, the choice of preparations and their use 
in relation to the arsphenamins and other therapy being 
left largely in the hands of the syphilologist, with whom, 
as Doctor Barkan has stated, the ophthalmologist should 
be in close touch when patients suffering from severe 
ocular manifestations of lues are under joint care. The 
author has called attention to the happier results with the 
arsenical and other therapy, instituted and developed in 
the last twenty-five years, and we can only emphasize the 
importance of what he has told us; for not to proceed 
along the lines outlined by him leads only to deplorable 
end-results, which to the patients who become blind or 
near blind, are little less than tragedies. 
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TUMORS ON THE SPINAL CORD: 
THEIR DIAGNOSIS* 


AN ANALYSIS OF FIFTY-NINE CASES 


By O. W. Jones, Jr., M.D. 
AND 
Howarp C. NarFrzicer, M.D. 
San Francisco 
Discussion by Carl W. Rand, M.D., Los Angeles; 
Cyril B. Courville, M.D., Los Angeles. 


THE object of this paper is to present the out- 
standing clinical features noted in a study of 
the last fifty-nine cases of tumor of the spinal 
cord seen at the University of California Hospital. 
The first successful removal of a tumor of the 
spinal cord was accomplished by Sir Victor Hors- 
ley in 1887. Since that time our clinical knowl- 
edge of the subject has broadened, and many diag- 
nostic aids have been established, the most valu- 
able of which are the spinal puncture (simplified 
and perfected by Quincke in 1891) and its adapta- 
tion by Queckenstedt, in 1916, to the study of the 
hydrodynamics of the spinal fluid. Of these the 
Queckenstedt test is the more important. Its ap- 
plication permits recognition of partial or com- 
plete obstruction in the spinal fluid pathways. 

Froin, in 1903, associated xanthochromia and 
coagulation (with or without an increase in the 
cell count) with a mechanical obstruction to the 
spinal fluid pathways. Seven years later, however, 
Nonne demonstrated that in such lesions an in- 
crease in the amount of globulin may be the only 
alteration. 

The cisternal puncture (Ayer, 1920), and the 
combined cisternal and lumbar punctures offer a 
method of visualizing the altered hydraulics, and 
permit chemical and physical studies of the fluid 
removed from above and below the lesion. In 
1923, Cushing and Ayer reported xanthochromia, 
as well as alterations in the amount of protein, 
both above and below tumors of the cauda equina. 
This finding deserves special mention because it 
is usually believed that xanthochromia occurs only 
below the level of the tumor. 

Roentgenographic studies frequently demon- 
strate significant alterations in the vertebrae, such 
as narrowing of the pedicles, enlargement of the 
bony spinal canal or intervertebral foramen. 

Lipiodol as a localizing agent (1922) has proved 
to be of great advantage in certain cases. 

In 1931 we noted that bilateral compression of 
the jugular and other cervical veins enabled us 
to differentiate between radicular pain produced 
by gross intraspinal, space-consuming lesions, and 
extraspinal pain of radicular type. 

In the differential diagnosis of tumors of the 
spinal cord it may be necessary to employ one or 
all of the diagnostic aids mentioned above. 


AUTHORS’ STUDY OF RECENT CASES 


In our study of the last fifty-nine cases of 
tumor of the spinal cord and cauda equina at the 
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University of California Hospital, we noted cer- 
tain clinical peculiarities and characteristics associ- 
ated with the various pathologic types of tumor. 
It is the object of this paper to present certain 
outstanding clinical features of the various types 
of tumor, according to location and pathologic 
classification. 

The early diagnosis of tumors of the central 
nervous system is of utmost importance. Little 
can be accomplished by the surgical removal of a 
benign tumor if permanent damage to the cord 
has already occurred. In the group of patients 
with benign encapsulated tumors, 79.5 per cent 
received an excellent result. The average dura- 
tion of partial or complete compression of the 
spinal cord was five and one-half months. Of 
the 20.5 per cent in whom the results were not 
satisfactory, the average duration of complete or 
almost complete loss of motor and sensory func- 
tion was two years and four months. 


Tumors arising from the spinal cord, meninges, 
nerve roots, and dura give early evidence of 
their presence. In our series, regardless of the 
type or location of the tumor, pain was the most 
common and usually the initial symptom. It often 
was present for a number of years before neuro- 
logic signs appeared. The pain often simulated 
that of other disorders, and the patients com- 
plained of rheumatism, neuritis, sciatica, lumbago, 
sacro-iliac strain, and abdominal symptoms. In 
the early stages the pain was invariably localized. 
In most instances it later developed into a combi- 
nation of localized and radiating pain. When 
radiating pain appeared early it was unilateral, 
but eventually became bilateral late in the course 
of the disease. 


Sensory alteration, motor weakness or disturb- 
ances of the sphincters were unusual as initial 
symptoms. In all cases the symptoms and signs 
could be explained on the basis of a single, pro- 
gressive, space-consuming lesion. 

The pathologic type and clinical peculiarities of 
the tumors in the series are of great interest. 


HOUR-GLASS TUMORS 

The first group is composed of the so-called 
hour-glass type of tumor. These tumors have an 
intraspinal portion connected by a small neck with 
an extraspinal enlargement. In our cases the 
connection occurred most frequently through an 
intervertebral foramen, but occasionally through 
an interlaminal space. It is generally accepted that 
hour-glass tumors are rare, yet there were fifteen 
such cases in this series. 

The most important, single, subjective com- 
plaint in this group was localized pain, the dura- 
tion of which varied from two weeks in one case 
to ten years in another. No pain was present in 
four cases. In general, the neurologic signs ap- 
peared relatively late and were characteristic of 
compression of the spinal cord. 

Palpation of the extraspinal portion of the 
tumor was possible in the cervical region, and 
occasionally in the thoracic and lumbar regions. 
Roentgenograms of the spine proved extremely 
valuable. In addition to anteroposterior and lat- 
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eral exposures, special views should be taken to 
show the intervertebral foramina. Enlargement of 
the latter structures frequently was demonstrated 
as well as erosion of transverse processes, laminae 
or dorsal surfaces of the bodies of the vertebrae, 
or a shadow cast by the extraspinal portion of the 
tumor itself. 

In the fifteen cases the commonest pathologic 
types were neurofibroma, dural endothelioma, and 
hemangio-endothelioma. There was one osteo- 
chrondroma. 

A preoperative diagnosis of this peculiar method 
of growth is important. In the absence of posi- 
tive neurologic findings, a diagnosis of intratho- 
racic tumor has been made, and the intrathoracic 
portion of an hour-glass tumor removed without 
appreciating its character. Such mistakes have re- 
sulted in hydrothorax from a tearing of the dura 
with the escape of clear cerebrospinal fluid. The 
majority of hour-glass tumors are slow-growing 
and many can be enucleated. 


INTRAMEDULLARY AND EXTRAMEDULLARY 
EXTRADURAL TUMORS 


The intramedullary tumors in the proved cases 
were gliomas. In each instance they were very 
extensive and demonstrated the characteristic in- 
filtrating properties, making complete surgical 
removal impossible, although large portions some- 
times were removed with improvement. Pain of 
the same type as that found in other cases of 
tumor was the initial symptom. The average dura- 
tion of pain was a year and a half, but in one case 
pain was present for six years. In one case lapar- 
otomy had been performed because of the severity 
of the referred pain. 

The differential diagnosis between intramedul- 
lary tumors and extramedullary intradural tumors 
is difficult as a rule. In our cases, however, one 
differential point proved to be of value. 

In the extramedullary tumors there was usually 
a clear-cut history of gradually increasing com- 
pression of the spinal cord. In these cases the 
sensory level was almost always sharply demar- 
cated, and tended to be more pronounced in the 
distal part of the lower extremities than in the 
higher segments corresponding to the level of the 
lesion. 

In the intramedullary tumors the reverse was 
true—that is, the maximum sensory loss cor- 
responded to the segments of the cord immedia- 
ately involved, while the sensory alteration in the 
distal parts of the extremities was not so marked. 
In addition, in an intramedullary growth, the sen- 
sory findings tended to fade off above the level 
of the tumor in a more or less indefinite fashion. 


TUMORS OF THE CONUS MEDULLARIS 


Involvement of the conus medullaris by either 

_an intramedullary or an extramedullary tumor led, 

in all instances, to early involvement of the sphinc- 
ters and varying degrees of impotence. 


TUMORS OF THE CAUDA EQUINA 


In this study, tumors of the cauda equina 
formed the most interesting but the most difficult 
diagnostic problems. Many of the old-established 
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diagnostic principles were further emphasized, and 
new diagnostic points were revealed. 

The majority of the primary tumors of the 
cauda equina are slow-growing and usually benign. 
Because the cauda equina is made up entirely of 
nerve filaments, the first symptom resulting from 
compression of the nerve roots is pain, which may 
be constant or intermittent, dull or knife-like. It 
may remain localized and is invariably present for 
many years before motor or sensory disturbances 
become evident. The initial onset of pain is com- 
monly associated with a mild form of trauma or 
back strain. Its distribution and character may be 
such as to simulate lumbosacral or sacro-iliac dis- 
ease. It frequently is aggravated by coughing, 
straining, or exertion. The pain is likely to come 
on at night, some hours after retiring. It is re- 
lieved by standing up and walking about, and the 
patient soon learns that he can be relatively free 
from pain if he sleeps in the sitting position. 

Of the fourteen tumors occurring in the region 
of the cauda equina, in this series, four patho- 
logic types deserve mention: (1) neurofibromata ; 
(2) dislocated nucleus pulposus (chordoma) ; (3) 


epidermoids: and (4) large, soft, dural endothelio- 
mata. 


1. Neurofibromata. — These are slow-growing. 
Because these tumors arise from the sheath of a 
nerve root, radiating pain is the first and predomi- 
nating symptom. In our patients such pain was 
present for as long as seven or eight years before 
the appearance of positive neurologic signs. Ini- 
tially, it was unilateral and finally bilateral. In 
each instance, bilateral compression of the jugular 
veins reproduced the characteristic pain. 


2. Dislocated Nucleus Pulposus or Interverte- 
bral Cartilage. — That portion of the notocord 
which remains in the center of each intervertebral 
fibrocartilage is known as the nucleus pulposus. 
It is a highly elastic structure. If severe force is 
applied to the spine, a tear of the annulus fibrosus 
or a break in the intervertebral cartilage may re- 
sult in a herniation of the nucleus, which may take 
place in one of several directions. Dorsal herni- 
ation frequently results in compression of the 
nerve structures. In some instances, portions of 
the hyaline cartilage of the disk may become sepa- 
rated and dislocate dorsally producing comparable 
effects. In either instance, repeated mild or severe 
trauma causes further dislocation with increased 
pressure on the adjacent nerve tissue. 

In this series there were four cases of dislocated 
nucleus pulposus. The symptoms were intermit- 
tently progressive, and remissions were not un- 
common. Pain, the initial symptom in each case, 
was of the local type and in one case was present 
for thirteen years before the appearance of neuro- 
logic signs, though the average duration was five 
and one-half years. In every case the pain simu- 
lated mild arthritis, sciatica, lumbosacral or sacro- 
iliac strain. In three cases lipiodol localized the 
level of the lesion and cast the characteristic x-ray 
shadow of dorsal dislocation. 


3. Intradural-E pidermoid and Dermoid Tumors. 


Tumors of this type are rare. In the literature 
they are classified as teratoma, teratoid and epi- 
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dermoid cysts, cholesteatoma and dermoid tumors, 
according to the number of germ layers present. 
They may occur at any point along the midline 
from the cephalic to the caudal extremity. Those 
in our series involved the cauda equina. The com- 
plex embryologic development of the rectum, anus, 
and caudal end of the spinal cord and its ap- 
pendages, lends itself to the development of such 
tumors in association with bony anomalies; such 
association was found in two of our cases. 

The delayed appearance of neurologic signs is 
best explained by the slow-growing character and 
soft content of these tumors. In one of the four 
cases pain was the only symptom over a period 
of forty-two years. The tumor measured 15 by 4 
centimeters. In each instance the tumor was com- 
posed of soft, cheesy material, cholesterol crys- 
tals, and hair, the greater portion of which was 
encapsulated. 


The reproduction of typical pain on bilateral 
jugular compression was present in three of the 
four cases. In two instances severe pain was re- 
produced on attempted spinal puncture. The ex- 
planation of this was found at operation. The 
dural sac, being completely filled by the tumor, 
had compressed the nerve roots against the dura 
so that they were directly stimulated by the needle. 
The production of severe pain on spinal puncture 
is, therefore, suggestive of a tumor which pre- 
vents dislocation of the nerve roots. 


Because of the slow growth of these large, so- 
called giant tumors of the cauda equina, definite 
bony alterations can be demonstrated by x-ray 
examination. These alterations consist in narrow- 
ing of the pedicles, thinning of the laminae, and 
erosion of the posterior surfaces of the bodies of 
the vertebrae with resultant enlargement of the 
bony spinal canal. 


4. Dural Endotheliomata.—Many of these tu- 
mors grow to enormous size and, because they are 
soft in consistency, produce pain for many years 
before the appearance of positive neurologic signs. 
In one instance a tumor of this type measured, 
before removal, 10 by 5 centimeters. In this case 
there were no positive neurologic findings; pain 
was the only complaint. The clinical and x-ray 
findings in these cases were comparable to those 
of the large dermoid tumors. 


COMMENT 


It is evident from a study of the cases in this 
series that pain as the initial symptom is most 
common. It may be localized or radiating in 
character. In patients in whom pain persists re- 
gardless of the treatment employed, the possibility 
of tumor of the spinal cord must be considered. 

Early diagnosis is essential, End-results bear a 
direct relation to the duration and degree of motor 
and sensory impairment, as well as the pathologic 
type of the tumor. 

‘For use in a differential diagnosis, various diag- 
nostic aids are of value. The simplest of these is 
that of compression of the jugular and cervical 
veins. This test was applied in the last twenty- 
six cases in this series, and gave a positive re- 
action in 50 per cent. The frequency with which 
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tumors of the conus medullaris and cauda equina 
simulate orthopedic disorders warrants the recom- 
mendation that this test be employed routinely 
in orthopedic examinations in which localized or 
radicular pain is present. 

The test is performed readily in an office and 
should be carried out with the patient in both the 
sitting and recumbent positions. The patient is 
placed in a comfortable position and, when free 
from pain, compression of the cervical veins is 
made as in the familiar Queckenstedt test. As the 
intracranial and intraspinal pressure above the 
level of the block is raised, the characteristic pain 
may be produced if the tumor is capable of being 
displaced sufficiently to cause traction on or irrita- 
tion of a nerve root. Although most commonly 
the pain is reproduced by compression of the jugu- 


lar and other cervical veins, in certain instances 


(depending presumably on the direction in which 
the tumor dislocates most readily) such pain may 
be experienced only on sudden release of the 
jugular compression. 

Though radicular pain is commoner in cases of 
tumor of the cauda equina, the value of the test 
is by no means limited to tumors of this region, 
but has proved of differential value in lesions of 
various pathologic types involving the cervical and 
thoracic portions of the spinal cord. 

University of California Hospital. 


DISCUSSION 


Cart W. Ranp, M.D. (523 West Sixth Street, Los 
Angeles ).—I have enjoyed hearing the résumé by Doctors 
Naffziger and Jones of their experiences with spinal cord 
tumors at the University of California Medical School. 

It happens that one of their cases, an hour-glass tumor 
of the neurofibroma type, subsequently came under my 
observation. The original tumor was operated upon by 
Dr. Howard Fleming in March, 1932. By July, 1934, 
there were signs of recurrence of the growth, and the 
patient was once more operated on September 4, 1934. 
The pathologic report again was a neurofibroma, and 
comparison with the original tumor slides showed the 
tissue to be identical. The tumor could only be partially 
removed. His remission lasted until December, 1934, 
when, for the third time, he was operated upon. Large 
portions of the tumor were again removed. The patho- 
logic report did not indicate beginning malignancy. An- 
other period of improvement lasted for about eight months. 
Upon return of paraplegia he was operated for the fourth 
time on August 8, 1935. At this sitting, a tumor much 
larger than before was found. It was removed as well 
as could be. The pathologist reported this material much 
more cellular than that removed on previous occasions, 
and stated “the tumor should no longer be considered 
neurofibroma, but neurofibrosarcoma.” While patients 
harboring tumors of this type are usually cured by the 
first operative removal, this case, observed for approxi- 
mately three years, shows that malignant changes may 
occasionally occur. 


Cyrit B. Courvitte, M. D. (312 North Boyle Avenue, 
Los Angeles).—This survey presents within a brief scope 
the essentials of the pathology and symptomatology of a 
group of the most hopeful surgical lesions of the central 
nervous system. It is indeed a tragedy of major rank in 
our day to permit a benign, encapsulated and enucleable 
dural tumor to pursue an uninterrupted course to the point 
of advanced and irrecoverable damage to the spinal cord. 
It is a tribute to the intelligence and alertness of the gen- 
eral practitioner that this sort of episode is now of rare 
occurrence. 

The opportunity to study the records of fifty-nine cases 
of intraspinal tumor is not given to all of us, and the 
authors have discharged well their obligation to the pro- 
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fession by reporting their observations. So large a per- 
centage of hour-glass tumors is somewhat surprising even 
to some of us who perhaps should be better informed. If 
these figures are representative, it behooves the roent- 
genologist to pay more attention to the relative size of 
intervertebral foramina in the suspected region. That we 
do not scrutinize critically enough the radiographs of the 
spine in suspected intraspinal tumors has been impressed 
upon me in recent years. Enlargements of the foramina, 
erosion of the pedicles or the lamina, and calcification or 
ossification within the tumor, are all too often overlooked. 

Three clinical observations have proved to be helpful 
in my experience in the diagnosis of intraspinal tumors. 
The first one is now quite widely recognized, i. ¢., the 
slowly and progressively ascending sensory level which 
may mislead the observer as to the true location of the 
tumor until late in the course of the condition. A second 
symptom, occurring typically in the ependymogliomas aris- 
ing in the cervical segments of the cord, is the impair- 
ment of thermal sense in the upper extremities which 
stimulates the findings in syringomyelia. A third obser- 
vation of interest concerns tumors of the roots of the 
spinal nerves with pain as the outstanding symptom. This 
pain is often radicular in character, occurring in spasms 
which become more and more frequent and severe. If 
sensation is tested in the area affected by the pain during 
the episode or immediately afterward, a typical radicu- 
lar area of hypesthesia may be outlined. The finding 
of a xanthochromic fluid and evidences of block on the 
Queckenstedt test usually helps in clearing up any doubt- 
ful situations. 


PITUITARY GROWTH FACTOR* 
SOME CLINICAL CONSIDERATIONS 


By E. Kost Suetton, M.D. 
Santa Barbara 


Discussion by H. Lisser, M.D., San Francisco; Lyman 
A. Cavanaugh, M.D., Santa Barbara. 


"THE growth factor was the first secretory influ- 

ence to be suspected and verified in the pituitary 
gland. In 1885, Pierre Marie described, “a pe- 
culiar, noncongenital hypertrophy of the upper, 
lower and cephalic extremities,” which he termed 
acromegaly. Two years later Minkowski suggested 
the role of the pituitary in this process. Marie, 
who was soon won to this point of view, felt that 
the disorder must be due to underfunction of the 
organ, if it was not a problem of intoxication 
rather than of aberrant secretion. His conception 
was natural since, at autopsy, most of the cases 
recorded proved to have destructive tumors in 
this area. While Sir Arthur Keith was first to 
recognize an enlargement of the sella turcica in 
relation to gigantism, he held much the same view 
as Marie regarding the processes involved. Masso- 
longo (1892) not only argued that acromegaly and 
gigantism were one and the same disorder at 
different periods of life, but, through careful his- 
tological studies, suggested that both were the 
result of excessive, rather than of diminished, 
secretion. By the turn of the century, Hutchin- 
son’s findings of definite pituitary hyperplasia in 
forty-four out of forty-eight autopsied acromega- 
lies left little doubt on this point. 


* From the department of medicine, University of South- 
ern California. 
Read before the General Medicine Section of the Cali- 


fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13-16, 1935. 
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EARLY ATTEMPTS AT HYPOPHYSECTOMY 


As Futcher tells us, “further knowledge of the 
pituitary mechanism could only be gained through 
experiments on the gland and the latter’s fortified 
position in the center of the head thwarted many 
investigators.” Early attempts at hypophysectomy, 
by Paulesco and others, in mature animals, had 
been almost invariably fatal. Cushing, whose re- 
ported work goes back to 1909, found that while 
extirpation of the posterior lobe alone did not 
produce death, total ablation ended fatally, al- 
though he felt that the fatal issue could be post- 
poned by glandular implants. His partially hypo- 
physectomized animals, which survived, failed to 
grow, and became obese and sexually dystrophic. 
So that even as late as 1910, most, if not all, 
observers felt that the gland was immediately 
essential to life. In that year, however, Bernard 
Ashner showed that immature puppies not only 
tolerated hypophysectomy well, but that they re- 
mained dwarfed and sexually immature. This 
finding was a great stimulus to experimental sur- 
gery, although the operative technique remained 
difficult and the mortality rate high. 


CHOICE OF THE RAT AS AN EXPERIMENTAL 
ANIMAL 


B. M. Allen and P. E. Smith, working inde- 
pendently, were among the first to show that 
removal of the buccal anlage in the tadpole resulted 
in cessation of growth and failure of metamor- 
phosis into the frog. By the simple expedient of 
grafting bits of pituitary under the skin of the 
tadpole, it was then demonstrated that both growth 
and development were resumed. The choice of the 
rat as an experimental animal by Evans and 
Long (1921) proved a happy one. By intraperito- 
neal administration of fresh anterior lobe sub- 
stance into numerous animals, these observers 
reported a consistent effect upon growth and upon 
the estrus cycle. It was not until Smith’s discov- 
ery (1926), however, that the rat could be easily 
hypophysectomized, opening the way for both 
withdrawal and substitution experiments, that the 
subject received its greatest impetus. From this 
time on, pituitary research spread in many direc- 
tions, but the process of growth continued to 
occupy a number of able observers. Dandy and 
Reichert showed that hypophysectomy can be ac- 
complished in the dog by a new and comparatively 
safe operative technique. Reichert, using Evans’ 
bovine extract intraperitoneally, was able to bring 
an hypophysectomized animal to a size that ex- 
ceeded its normal litter mate control. Evans and 
his associates, using their own extract, and Put- 
nam, Benedict and Teel, using a similar but en- 
tirely independent preparation, produced what was 
comparable to canine acromegaly. 


, 


CUSHING S EFFORT TO REHABILITATE THREE 
PITUITARY DWARFS 


During the summer of 1929, Cushing attempted 
the rehabilitation of three pituitary dwarfs rang- 
ing in ages from nineteen to thirty, with indifferent 
success. He later discovered (by testing on rats) 
that most of the growth promoting principle in 
the preparation he was using had been destroyed. 
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In 1932 the same observer administered a more 
potent preparation, for a period of one hundred 
and ten days, to a former operative (hypophysec- 
tomized) patient, who had failed to mature or to 
keep up in the normal growth increment. While, 
as one would expect, there was little stimulation 
of growth in such a short period, subjective im- 
provement was apparent. In 1930, Engelbach, 
Shelton, Cavanaugh and Evans began the treat- 
ment of a dwarfed child by the intragluteal ad- 
ministration of an alkaline extract of the bovine 
adenohypophysis, which had been demonstrated 
active by intraperitoneal injection in dogs and 
rats. Stimulation of growth in the human was 
proved. While the observation was perhaps of 
scientific value, its clinical significance remained 
in doubt. Since this time the last three observers, 
employing the same preparation (herein known 
as G. H. fraction A),* and Shelton and Cavanaugh, 
using a similar but entirely independent extract 
prepared by a modification of the Van Dyke and 
Wallen-Lawrence technique (herein known as 
G. H. fraction B),* have attempted to evaluate 
the use of such extracts in clinical medicine. 


PROBLEMS ARISING IN A CRITICAL ANALYSIS OF 
THE CLINICAL ASPECTS 


It appeared that a critical analysis of the clinical 
aspect of this subject was the best approach. For 
this reason three questions were propounded: 
(1) Would a potent hypophyseal growth promot- 
ing hormone be of value in clinical medicine? 
(2) If so, are the preparations under discussion 
sufficiently active to be practical? (3) Are these 
preparations otherwise physiologically innocuous, 
or would their indiscriminate use be attended by 
danger ? 


In an attempt to answer these questions, the 
following clinical material has been employed: 
One hypophysectomized child, four outstanding 
dwarfs ranging in ages from eight to twenty-eight 
years, six dwarfish individuals, or those several 
inches under the low borders of normal height, 
two barely short of the low borders of normal, 
one adult with fugitive acromegaly, two of a 
modified form of pituitary cachexia and several 
obscure endocrinopathies. The preparations, be- 
cause they contain a prolan synergist (or activator), 
have also been used, in conjunction with preg- 
nancy urine prolan, in a limited number of chil- 
dren suffering from adiposogenital dystrophy, with 
whom, in this paper, we are not concerned. In the 
conduct of the research every effort has been made 
to control the observation. However, it is one 
thing to operate upon a dog or a rat, or, to over- 
whelm their economies with myriad glandular 
extracts and read the results a few weeks later, 
and quite another to make controlled and convinc- 
ing observations in an ailing human. No thyroid, 
vitamins, minerals or other preparations have been 
employed over long periods of observation although 
they have sometimes been used during intervals 
as therapeutic controls. Engelbach and Schaefer 





* The material for this study was supplied through the 
department of biological rese arch, University of California. 

+ The material for this study was supplied through the 
research department of E. R. Squibb and Sons. 
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report on the stimulation of growth in children 
with retarded bqne dev elopment by means of the 
administration of 2 cubic centimeters of an an- 
terior pituitary growth fraction, three times a 
week. Desiccated thyroid was given concomitantly. 

It was stated in the protocol, that thyroid alone 
was administered for a period of from two to 
six months, without a resultant increase in height, 
before the pituitary fraction was added. It is 
interesting to note, however, that the Engelbach- 
Schaefer dwarfs with the greatest degree of bone 
retardation grew the most. One w onders w hat, if 
anything, the small doses of the pituitary prepara- 
tion had to do with the ultimate growth. It has 
been shown that retarded bone development, is, if 
not actually pathognomonic, at least a consistent 
finding in long standing hypothyroidism of child- 
hood. The more retarded the osseous develop- 
ment, the more rapid the somatic unfolding and 
the concomitant increase in height following thy- 
roid administration. A number of our hy pothyroid 
dwarfs have gained as much as five inches a year 
on thyroid substitution alone. In borderline cases 

(those with only a moderate degree of carpal 
retardation), the growth spurt, as in the normal, 
is frequently delayed for several months. Con- 
sideration of such factors may invalidate the nega- 
tive control period with thyroid medication alone, 
and make difficult the interpretation of subsequent 
findings. This does not argue that some, or per- 
haps all of our dwarfs, do not need thyroid, high 
vitamins or minerals as adjuncts to their treat- 
ment. A number may well profit thereby. The 
pituitary thyroid relationship is well established 
and P. E. Smith has recently shown that hypo- 
physectomized rats develop more rapidly on both 
thyroid and pituitary substitution than upon pitui- 
tary substitution alone. It means that we have 
attempted to evaluate the growth promoting frac- 
tion of the hypophysis in a manner most conducive 
to a scientific conclusion. After having arrived at 
such a conclusion, one should be better able to 
evaluate its degree of usefulness in enhancing the 
other known growth promoting factors. 


THE PROBLEM OF DOSAGE 


The dose has been and remains a problem. The 
minimum growth stimulating dose of both prepa- 
rations (G. H. fractions A and B) when given 
intraperitoneally to a rat weighing approximately 
300 grams is from 0.25 to 0.5 cubic centimeter 
daily, for from fifteen to twenty days. This would 
be comparable to from 15 to 30 cubic centimeters 
intraperitoneally for a child weighing forty pounds. 
All of our injections have been given intramus- 
cularly and theoretically at least, the minimum 
effective dose when given to such a child, in such 
a manner, would be even larger. While we have 
administered as much as 13 cubic centimeters 
daily for a short period, our average dose has 
approximated 5 cubic centimeters daily intraglu- 
teally six days a week, except in adult patients 
suffering from so-called pituitary cachexia, where 
the growth stimulating property was not desired. 
If, as the Engelbach-Schaefer protocol would in- 
fer, stimulation of growth actually resulted from 
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2 cubic centimeters of the pituitary fraction, when 
given three times a week, then one of four things 
must be apparent, namely, either there is a re- 
markable species difference in the growth response, 
or their preparation is more potent than those we 
have employed, or we have produced an anti- 
growth mechanism by too large a dose, or there is 
a more remarkable synergistic action between 
these preparations and the thyroid hormones than 
we have previously considered. One would not 
care to arrive at any of these conclusions without 
ample verification of their findings. The expe- 
riences of Lisser, who employed the same prepara- 
tion as the previously mentioned observers, are 
similar to ours. In a series of carefully controlled 
observations, although admitting stimulation of 
growth, he has not been able to convince himself 
of any miraculous growth promoting principle in 
the product. He also agrees with us that the pa- 
tients ultimately appear to become refractory, 
about more of which will be said anon. This is 
an outstanding example of the difficulties attend- 
ing such a research. 


REPORT OF CASES 


While much of our material continues under 
observation, we feel that enough has been learned 
to warrant reporting. In order that the reader 
may share in the ground work, a few case reports 
are given in brief.* 

Case 1—P. P., aged twenty-five years, had been in 
perfect health until 1931. Following an acute cerebral 
episode, diagnosed as some form of meningitis, there 
developed a progressive asthenia, anorexia and loss 
of weight (from 189 pounds to 130 pounds). Roentgen 
studies of skull and extremities revealed changes 
characteristic of acromegaly. On the contrary, his 
complaints, taken with evidence of a high glucose 
tolerance, increased insulin sensitivity, low oxygen 
consumption (minus 40 per cent), hypotension (105/80) 
and the presence of a calcified shadow within the sella, 
pointed to pituitary deficiency. It was felt this condi- 
tion was probably engrafted on a previous early and 
insidious acromegalic state. It was seen that neither 
thyroid medication, adrenal substitution by mouth, 
nor dietary measures were capable of arresting weight 
loss, or diminishing the asthenia. The intramuscular 
administration of an alkaline extract of the anterior 
pituitary (fraction A) led at once to weight gain and 
subjective improvement. The hypometabolism and 
hypotension remained unaltered. This observation was 
repeated at interrupted intervals over a period of 
twenty months (fractions A and B) with consistent 
results. The patient was partially rehabilitated with 
pituitary substitution, and continues to maintain at a 
low level of normalcy. 


To avoid repetition, the negative findings in the 
following patients will be considered en masse. 
In no instance was either parent under sixty-one 
inches in height. There is no history of dwarfism 
in any family. Physical examination revealed 
nothing abnormal in the heart, lungs, or abdomen 
of any of the patients. The urine was normal and 
a negative Wassermann was found in all. The 
blood pictures were consistently normal. 


Case 2.—B. J., a male, aged seventeen years one 
month, of Anglo-Saxon parentage, consulted us Sep- 





* A preliminary report of six cases of dwarfism was 
published in the American Journal Diseases of Children, 
volume 47, pages 719-735, April, 1934. While these children 


continue to be among our most informative observations 
(as regards the effect of G. H. fractions A and B on 
growth), it is felt their protocols continue to belong to this 
Journal and cannot be set down here. 
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tember 20, 1933, complaining of understature. Height 
63.8 inches, weight 111 pounds. The previous annual 
increment was estimated at approximately 1 inch. 
Physical examination revealed nothing abnormal ex- 
cept retarded growth and development. Roentgen 
studies revealed a normal sella and open epiphyses. 
Treatment: Alkaline extract bovine anterior hypophysis 
(G. H. fraction A) was given five days weekly intra- 
gluteally. Maximum dose 5 cubic centimeters. Treat- 
ment continuous for eleven months. Actual increment 
1.7 inches. The estimated increment was 1 inch. The 
average normal increment for the same age is 1.1 
inches. Weight gain was 6.1 pounds. At the end of 
the following year without treatment, his height was 
65.8 inches and the weight was 116.8 pounds (no gain). 


7 7 7 


Case 3.—L. A., a male, aged seventeen years nine 
months, of Italian parentage, consulted us June 26, 
1934, complaining of understature. Height 57.9 inches, 
weight 83.2 pounds. The previous annual increment 
unknown. Physical examination revealed nothing 
abnormal except retarded growth and genital develop- 
ment. Roentgen studies revealed a normal sella and 
almost completely closed epiphyses. B. M. R. estima- 
tions averaged minus 22 per cent. Treatment: Alkaline 
extract bovine anterior hypophysis (fraction B) given 
intragluteally three days a week. Maximum dose 
5 cubic centimeters. Desiccated thyroid with high 
iodin content grains one to one and one-half daily. 
Treatment continuous for six months. Actual incre- 
ment 0.4 inch (within limits of error). Weight gain 
10 pounds. 

v 7 7 


Case 4.—W. M., a male, aged twenty-seven years 
nine months, of Anglo-Saxon parentage, height 53 
inches, weight 71.3 pounds. No secondary sex charac- 
ters. Genital hypoplasia. The annual increment for 
the previous four years was 0.5 inches. B. M. R. 
estimations averaged minus 22 per cent. Carbohydrate 
tolerance was high. Roentgen studies revealed a 
microsella and open epiphyses. Treatment: Desiccated 
thyroid grains one-half daily for three and one-half 
months. There was no appreciable increase in height 
during this period. Weight loss 7 pounds. Thyroid 
was discontinued and the alkaline extract of the an- 
terior lobe of the pituitary (fraction B) was given 
five days weekly. Maximum dose 5 cubic centimeters. 
Treatment continuous for twelve months. Actual in- 
crement 1.1 inches. The estimated increment for 
twelve months was 0.5 inch. Roentgen studies were 
made at the close of this period, and epiphyses were 
found to be open to the same degree as on original 
examination. 

7 7 7 


Case 5..—F. O., a male, aged eleven years five 
months, consulted us complaining of understature. 
Height 47 inches. Weight 51.8 pounds. The annual 
increment for the previo1is four years was 1.4 inches. 
Physical examination revealed nothing abnormal ex- 
cept retarded growth and development. B. M. R. esti- 
mations averaged plus 12 per cent. Roentgen studies 
revealed rudimentary anterior clinoids of the sella 
turcica and open epiphyses. This patient was used as 
a control and received no treatment for twenty-three 
months. The actual increment in twenty-three months 
was 3.2 inches. The estimated increment based on the 
average for the previous four years was 2.68 inches. 
The average normal increment for this age is 3.7 
inches. The weight gain was 12.8 pounds. The patient 
was then given the alkaline extract of the bovine an- 
terior hypophysis (fraction A for six months, fraction 
B for fourteen months) intragluteally five days a week. 
Maximum dose 6 cubic centimeters. Treatment was 
continuous for twenty months. The actual increment 
was 5.4 inches. The estimated increment based on the 
previous average (while under observation but with- 
out treatment) was 2.8 inches. The average normal 
increment for that age is 2.83 inches. The weight 
gain was 19 pounds. The patient was then placed 
on desiccated thyroid with high iodin content, one- 
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half grain daily for six months (without A. P. E.). 
The actual increment during this period was 1.3 inches. 
The estimated increment based on the rate during the 
control period was 0.85 inch. The average normal 
increment for this same period was 0.8 inch. The 
weight gain was 9.5 pounds. B. M. R. estimations at 
the close of this observation averaged minus 5.5 per 
cent. 


COMMENT 


From these and other observations we are forced 
to believe that there is a genuine need for a potent 
hypophyseal growth promoting hormone in clini- 
cal medicine. First, because of the myriad sufferers 
from understature who crave a semblance of nor- 
malcy. No one, not actively engaged in this type 
of endeavor, can appreciate the somatopsychic 
inferiorities with which many of these persons are 
afflicted. Fortunately, this is not always true of 
the actual dwarf who, for economic reasons, fre- 
quently finds it more profitable to be very small 
than merely a few inches under the low average 
normal. Secondly, while classic Simmond’s Dis- 
ease is rare, a form of borderline or modified 
pituitary cachexia is, perhaps, more common than 
many suspect, particularly the transitional or so- 
called burned out pituitary case.* When consider- 
ing that acidophilic elements in the adenohypo- 
physis must have an important place in the main- 
tenance of the body economy long after the process 
of growth is completed, and that in spite of their 
protected position they are vulnerable to new 
growth, hemorrhage, infarcts, cysts, calcification, 
abscess formation, syphilis and other inflammatory 
processes, bony encroachment, defective develop- 
ment, metabolic disorders originating elsewhere 
and even functional disturbances of the vascular 
and nervous mechanism, this should not be sur- 
prising. Aside from these, there is need for a 
potent product in clinical research as in the thera- 
peutic investigation of obscure bone, joint and 
muscular dystrophies, which may prove of pitui- 
tary origin. 


ARE AVAILABLE PREPARATIONS OF PRACTICAL 
USE IN CLINICAL MEDICINE? 


Are the preparations, now available, sufficiently 
active to be of practical use in clinical medicine? 
In common parlance, the answer is yes and no. 
Evidence has been presented to show how one case 
of so-called transitional acromegaly responded and 
continues to maintain on the growth fraction avail- 
able. We have had encouraging results in others 
whom we have considered as having pituitary de- 
ficiency. The physiologic problem in classic Sim- 
mond’s Disease is exceedingly complex. It is quite 
likely that the adrenotropic, thyrotropic, contra- 
insular and gonadotropic, if not other pituitary 
fractions and the hormones of other glands, are 
equally at fault. It appears, however, that physi- 
cians have been too prone to depend upon the 
classic picture for a diagnosis. Everything must 
have a beginning, and in metabolic or endocrin dis- 


* Cushing and Bailey and others have pointed out that 
acromegalies and giants, who have early suffered from 
hyperpituitary conditions may and frequently do drift into 
hypopituitary states. Whether the pituitary adenoma actu- 
ally burns out from excessive secretion (as an exhaustion 
state), or the secretory embarrassment is due to infar- 
eation, calcification, hemorrhage, compression, or some 


other factor, is unknown. One such case is herein reported. 
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orders they are often insidious and, therefore, 
masked. It may be argued that contamination of 
our product with some of the other active prin- 
ciples had more to do with the partial rehabilita- 
tion of the transitional acromegaly patient than 
the growth factor. To us, this would not appear 
to be true. While there was marked gain in weight 
and muscular strength in our patient, no change 
whatever was noted in blood pressure or oxygen 
consumption, and very little in the glucose toler- 
ance. From this standpoint, then, the present 
preparations are apparently potent enough to save 
life or at least to prevent invalidism in selected 
cases. Neither of the preparations which we have 
used is sufficiently active, in growth promoting 
properties, to be practical in the rehabilitation of 
dwarfism. Neither do we feel that they would 
prove practical in the prevention of hypophyseal 
dwarfism, in which there is complete or nearly 
complete absence of the natural hypophyseal secre- 
tion. On the other hand, unless we have deceived 
ourselves, which is quite possible in such a re- 
search, we feel that either one of the preparations 
is of sufficient potency to be practical in the par- 
tial (perhaps total) rehabilitation of dwarfish or 
borderline individuals who, by consistently losing 
in the growth increment, would otherwise remain 
staturally immature. After all is said and done, 
therefore, we believe that while these preparations 
do not warrant enthusiasm regarding their growth 
promoting properties, they are better than none. 
A much more potent extract is to be desired if it 
is to find practical use in clinical medicine. 


ARE AVAILABLE PREPARATIONS PHYSIOLOGICALLY 
INNOCUOUS ? 


Are these preparations otherwise physiologically 
innocuous, or would their indiscriminate use be 
attended by danger? The answer to this question 
is the most difficult of all. It is not the purpose 
of this paper to elaborate upon the various physio- 
logic principles suspected of originating in the 
hypophysis. Suffice it to say that, with growth, 
gonadotropic, lactogenic, thyrotropic, adenotropic, 
parathyrotropic, contrainsular and lipoid influenc- 
ing fractions to deal with in the adenohypophysis, 
to say nothing of pressor, oxytocic, pigment influ- 
encing and probably gastric influencing fractions 
in the pars intermedia and only three, or four 
recognizable type of cells to secrete them, the 
present physiologic status is, at best, confusing. 
While it is difficult, for one familiar with the 
cytology of the pituitary, to believe that each and 
every one of the principles or fractions mentioned 
is a chemically identifiable hormone, and not merely 
a physiologic phase of a few mechanisms, the 
growth hormone would appear to stand a good 
chance of ultimate recovery in the pure chemical 
state. 


PROBLEMS ARISING IN TREATMENT OF PATIENTS 
WITH HYPOPITUITARISM 


Most sufferers from hypopituitarism, or what 
we have taken to be hypopituitarism (since the 
diagnosis must remain unverified except in rare 
instances), show clinical and laboratory evidence 
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of multiple physiologic deficiencies, i. ¢., under- 
stature, cachexia, low oxygen consumption, low 
blood-pressure, high carbohydrate tolerance, geni- 
tal hypoplasia, etc., either alone or in combination. 
Theoretically, therefore, a mixture of a number 
of physiologic principles for artificial administra- 
tion should be ideal. On the other hand, one could 
never hope to balance these fractions in a test tube 
as they appear to be in the normal body economy. 
Biochemists have, for this reason, attempted to 
separate them into pure physiologic principles so 
that they might be reintroduced according to 
physiologic demand. Their efforts have been at- 
tended with only moderate success. While the 
preparations which we have employed are rela- 
tively free from such contaminating influence, they 
contain traces of the thyrotropic, sex comple- 
mentary, contrainsular, and perhaps other frac- 
tions. Seibert and Smith, Lee, Teel and Gagnon, 
Thompson and others have shown, and we have 
verified,* that the thyrotropic hormone quickly 
raises the oxygen consumption and will subse- 
quently depress it even to a degree not encoun- 
tered at the start. Thyroid hyperplasia followed 
by thyroid atrophy has attended its use. Houssay, 
Evans and others have shown that some prepara- 
tions are so insulin-antagonistic as to produce 
experimental diabetes, while the sex fractions, if 
given in excess, or over a prolonged period, may 
produce wholly undesired results. By careful and 
repeated tests on our patients over a period of 
four years, we have been unable to discover but 
few untoward physiologic reactions. That these 


reactions may be latent, however, we wish to point 


out a lowering of the carbohydrate utilization and 
the appearance of glycosuria in one of our dwarfs 
(whom we have had under treatment for four 
years) within the past few weeks. The general 
level of oxygen consumption is also moderately 
lower at present than at the beginning of the ex- 
periment. Otherwise, every person we have treated 
appears in the best of general health with the pos- 
sible exception of those considered as suffering 
from pituitary cachexia, who remain only partially 
rehabilitated. 


ANTIHORMONE THEORY OF COLLIP 


Another disquieting note in the difficult compo- 
sition of clinical research is the antihormone the- 
ory of Collip and his associates. What happens 
to the treated individuals after they have received 
the growth fraction for any length of time? Does 
one develop antihormones and destroy what little 
chance he may have for spontaneous recovery ¢ 
From our findings we have not, so far, felt this 
to be true. There is definite evidence, however, 
that the response to the hormone is greater at 
first than subsequently. In the case of the twenty- 
eight-year-old dwarf, with open epiphyses, there 
was very little response from the beginning. This, 
of course, argues an antihormone or other antago- 
nistic effect. If there is a true antihormone effect 
it must exert its influence in the normal, since all 
normal individuals are constantly bathed in hor- 
mones. The artificial administration of a natural 


*Case No. 1 herein reported 
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product (free from contaminating proteins) should 
not embarrass the body economy when given in 
the proper dose and at the proper time. There- 
fore, so far as clinical medicine is concerned, it 
remains a matter for investigation and not one for 
panic. In final analysis, while from our experi- 
ences, the dangers of these preparations in clinical 
medicine would appear exaggerated, we must ad- 
mit that their indiscriminate use, at the present 
time, would not be without an element of danger. 
A pure growth hormone without the contamina- 
tion of other physiologic principles and a better 
understanding of the so-called antihormone influ- 
ences are highly desirable. 


SUMMARY AND CONCLUSIONS 


After some years’ experience with two prepara- 
tions of the bovine adenohypophysis relatively 
high in growth promoting principles, an attempt 
is made to evaluate their clinical usefulness. In a 
critical analysis three questions were propounded : 
(1) Would a potent hypophyseal growth promot- 
ing hormone be of value in clinical medicine? (2) 
If so, are the preparations under discussion suffi- 
ciently active to be practical? (3) Are these prepa- 
rations otherwise physiologically innocuous, or 
might their indiscriminate use be attended by 
danger? 

While much of the clinical material continues 
under observation, it is felt enough has been 
learned to warrant a few conclusions, namely, 
a pure, potent, hypophyseal growth hormone 
would be a boon to medicine. The preparations 
under discussion are sufficiently active to stimulate 
growth (during the growth period), but not at a 
rate, sufficiently above normal, to rehabilitate the 
classic dwarf. They appear to have little effect, 
after the growth period, even when the epiphyses 
remain open. It is theoretically possible, but clini- 
cally impractical to prevent dwarfism, when the 
growth increment is 50 per cent or more deficient. 
It would appear that they are sufficiently active to 
keep the growth up to, or slightly in excess of the 
normal, in persons who are from 25 to 50 per cent 
deficient in the growth increment. They are also 
sufficiently active to produce a rapid gain in weight 
and increased muscular strength and to maintain, 
at a low level of normalcy, persons suffering from 
modified forms of pituitary cachexia resembling 
transitional acromegaly or Simmond’s Disease. In 
final analysis, while the growth stimulating prop- 
erty of these preparations does not warrant en- 
thusiasm, the preparations are clinically useful. 
Although few untoward effects have been dis- 
covered, in persons treated by these preparations, 
and the dangers incident to their use would appear 
exaggerated, their contamination with other active 
hypophyseal fractions, together with the possibility 
of producing antagonistic influences, would make 


their indiscriminate use, at this time, undesirable.* 
34 West Micheltorena Street. 


DISCUSSION 


H. Lisser, M. D. (384 Post Street, San Francisco).— 
It is a pleasure to discuss this paper. Doctor Shelton 
is _well aware that I would not hesitate to disagree 


* Keyed references to this 
reprints. 


article will be given in the 
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with him if my opinions differed from his. It so hap- 
pens that our experiences and interpretations regard- 
ing the clinical application of the pituitary growth 
factor coincide in almost every particular. 

When Evans, in 1923, announced his brilliant pro- 
duction of gigantism in the rat by intraperitoneal in- 
jections of an extract he had prepared from the bovine 
adenohypophysis, I looked forward with enthusiasm 
to utilizing such a preparation in human cases of 
hypophyseal infantilism. Although it is admitted that 
pituitary dwarfs are relatively uncommon (but by no 
means rare), milder instances of skeletal and genital 
retardation, due to anterior pituitary deficiency, are 
encountered frequently. It was, therefore, a great 
disappointment to wait in vain, year after year, for 
this pituitary growth stimulant. Meanwhile, occasional 
success was attained from the oral use of anterior 
pituitary powder, put up in salol-coated capsules and 
taken in fairly large doses over a period of two to 
three years, despite the fact that the oral administra- 
tion of pituitary products, experimentally, was sup- 
posed to be ineffective. 

At last, within the past two or three years, three 
pharmaceutical houses have prepared what purports 
to be a product containing the growth-stimulating 
principle of the anterior pituitary (not in pure form), 
and have provided me with a generous supply for 
clinical research, prior to placing these products on 
the market commercially. It is to be stated at once 
that these preparations have not, in a single instance, 
produced a spectacular growth comparable to that 
achieved over and over again by the simple adminis- 
tration of thyroid substance to myxedematous dwarfs. 
In the latter condition, an increase of height between 
six inches and a foot, in a single year, has been accom- 
plished frequently. Theoretically, a similarly potent 
anterior pituitary growth hormone should stimulate 
an equal growth increment in cases of hypophyseal 
infantilism. To date, this has not been consummated. 
Furthermore, daily injections over months and years 
are somewhat inconvenient as compared with the 
simple oral administration of thyroid substance, par- 
ticularly if doses of five cubic centimeters or more 
are necessary. In my experience, which covers at 
least thirty cases of retarded growth, interpreted as 
due to primary pituitary deficiency, we have never 
administered more than three cubic centimeters daily, 
and ordinarily have been content with one or two 
cubic centimeter doses. 


Our results may be tersely summarized as follows: 
A minority have not responded at all; a minority have 
exceeded somewhat the normal rate of growth; the 
majority have been stimulated to grow at approxi- 
mately the normal rate. With regard to the first 
group, I would utter a word of caution, namely, of 
routinely excluding the possibility of renal dwarfism. 
We have recently encountered two instances that 
readily could have been mistaken for pituitary infan- 
tilism; both had lowered basal rates and retarded bone 
age, but most certainly were not examples of child- 
hood myxedema; investigation of their blood non- 
protein nitrogen and phthalein output revealed them 
as instances of renal dwarfism; naturally one would 
not expect success in treating this condition with either 
thyroid or pituitary hormones. With regard to the 
majority group, who respond with a fairly normal 
growth rate: conceivably the criticism might be made 
that the growth obtained occurred naturally and 
should not be ascribed to the pituitary therapy. How- 
ever, such an assumption would appear to be most 
unlikely in view of the abnormally slow growth prior 
to treatment. 


Although it may be inferred from the above that 
growth-stimulating treatment by the pituitary extracts 
at present available is discouraging, I hasten to add 
emphatically that even a moderate amount of growth 
is eminently worth while, unless, of course, the indi- 
vidual wishes to commercialize his or her dwarfism 
on the stage or in the circus. The embarrassment and 
the inferiority complex usually acquired by these boys 
and girls, particularly as they pass through the ordi- 
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nary years of adolescence, is most pathetic. It is, 
therefore, incumbent upon us to utilize what we have, 
and do the best we can. 


Finally, a word regarding the latest bugaboo—“anti- 
hormones.” With no intention to disparage the even- 
tual importance that may come from recognition of 
antihormone production in the human economy, it is 
none the less premature and ill-advised, on the basis of 
our present information, to become panicky over the 
clinical use of endocrine preparations. It is peculiar, 
to say the least, that thyroid substance can and must 
be continued for life in severe cases of childhood or 
adult myxedema without the remotest evidence that it 
ever loses its efficacy. It is equally odd that insulin 
therapy can be continued indefinitely in diabetes with- 
out apparently the development of an antihormone 
frustrating its action. There is no evidence as yet that 
posterior pituitary extract administered day after day 
by injection, or as a snuff to victims of diabetes in- 
sipidus, forfeits its potency. However, it must be ad- 
mitted that patients with severe chronic tetany gradu- 
ally become immunized to prolonged treatment with 
parathyroid extract. Whether this represents an anti- 
hormone action or an acquired immunity to some pro- 
tein constituent of the extract, is not settled. Mean- 
while it is unfortunate that the pronouncement of anti- 
hormone possibilities should so quickly frighten the 
clinician into abstaining from clearly indicated endo- 
crine therapy. Only lately the discusser was called 
in consultation by a distinguished clinician in the case 
of a pituitary dwarf to whom the growth hormone 
had not been administered for fear of interfering with 
natural growth by the production of an antihormone. 

In conclusion, permit me to congratulate the author 
on his splendid presentation of his well-controlled 
clinical experiences. He has presented the facts clearly 
and interpreted them wisely. 


& 


Lyman A, Cavanaucu, M. D. (34 West Micheltorena 
Street, Santa Barbara).—I feel that Doctor Shelton’s 
approach to this problem is highly commendable. In 
the conduct of such a clinical research, there are many 
pitfalls to be avoided. To give scientific credence to 
the conclusions, the subjects must be carefully con- 
trolled. This is particularly true during the preadoles- 
cent and adolescent periods. In a similar study de- 
signed to evaluate the growth-stimulating properties 
of an anterior pituitary extract, in which Doctor Shel- 
ton and I collaborated, we saw one of our control 
cases (without treatment and under close observation) 
suddenly start growing in excess of the average 
normal, 

The element of measurement also constitutes a 
source of error. When using the most rigid wall stand- 
ard with measurements taken at the same time of day 
by the same experienced observer, there is frequently a 
variation of from three- to five-tenths of an inch. The 
variation, when taken on the ordinary insecure scale 
standards at different hours of the day by different 
observers, must be much greater. 

Doctor Shelton’s point as regards the fallacy of 
giving thyroid extract concomitantly during the period 
of scientific observation, is also well taken. The prac- 
tice of giving polyglandular treatment has always been 
a great hindrance to the elucidation of clinical endo- 
crinology. One must thoroughly understand the spe- 
cific effect, if any, of each fraction before combinations 
can be intelligently administered. The ultimate view- 
point as to what regimen is best for a given subject 
will come only in the light of this knowledge. 

Doctor Riddle has recently expressed the belief that 
the growth-stimulating properties of the anterior pitui- 
tary are the result of a combination of factors such 
as the thyrotropic, adrenotropic and gonadotropic 
fractions, and are not due to a specific growth hor- 
mone. Even if this were true, it would not detract 
from the need for a growth-promoting principle. It 
should make us more cautious, however, in adminis- 
tration. 
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GUNSHOT WOUNDS OF THE ABDOMEN 


By R. W. Bink ey, M.D. 
AND 
E. R. Core, M.D. 
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_Discussion by George K. Rhodes, M.D., San Fran- 
cisco; H. Glenn Bell, M.D., San Francisco; John Homer 
Woolsey, Woodland. 


UNSHOT wounds of the abdomen have been 
with us as long as have guns. 


In civil life they came as the result, principally, 
of dueling, and carried an eventual mortality close 
to 100 per cent. 

During the Revolutionary War penetrating 
gunshot wounds of the abdomen carried a mor- 
tality in the neighborhood of 90 per cent, because 
it was not the custom to employ surgery. Then, 
as today, if death followed quickly it was due to 
hemorrhage, and if delayed it was usually the 
consequence of the resultant peritonitis. Surgery, 
when it was instituted, was done for the purpose 
of controlling hemorrhage, and not with the idea 
of closing perforations. Even so, it reduced the 
mortality some. 

During the Spanish-American War some five 
cases were treated with the purpose in mind of 
repairing the intra-abdominal damage, and there 
resulted another lowering of the mortality. Not, 
however, until within the last twenty-five years 
has it become the accepted and established prac- 
tice immediately to explore and repair all gunshot 
wounds of the abdomen. And with the advent of 
this custom the mortality has been decreased to 
approximately 60 per cent and, strangely enough, 
though we have accepted this method for twenty- 
five years, there has been little improvement in the 
mortality during that time. 


To place all penetrating wounds of the abdomen 
into one class for the purpose of statistics is a 
mistake; for the amount of hemorrhage and the 
extent and location of visceral damage is so vari- 
able that they should be classified accordingly. 
For example, the size of the bullet and the course 
it takes is important, even though the same vis- 
ceral organs be penetrated. Wounds from front to 
back carry a higher mortality than those from back 
to front, other factors being constant. Wounds 
through solid organs carry a lower mortality in 
general, unless a large vessel is opened and the 
hemorrhage profuse, than wounds of the digestive 
canal. Then the solid organ injured affects the 
mortality, for pancreas injuries are more serious 
than an equal injury to liver or spleen. The rea- 
sons for this are obvious: wounds which open the 
intestinal tract are more serious because of re- 
sultant bacterial contamination. Also the level at 
which the intestinal tract is opened affects greatly 
the mortality because of the infectious nature of 
the material spilled. It is for that reason that in- 
juries of the stomach and small intestine carry a 
lower mortality than do injuries of the colon, this 
being aside from the difficulty in repairing the 
intestinal tract at its different levels. 
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The above factors influencing mortality are in 
no way subject to the surgeon’s control, and their 
attendant mortality can only be affected or lowered 
by our consideration of other factors which influ- 
ence the mortality. 

The first and foremost factor within our control 
has to do with the time element. In the majority 
of cases in civil life the first thought of the injured 
or those about him is to seek medical aid; conse- 
quently, as little time as is possible is lost with 
the first step. The next step is the time consumed 
after notification before treatment is instituted, 
and then another step involving time is the length 
consumed in the procedure instituted. These fac- 
tors are definitely laid at the surgeon’s door. Prey 
and Foster of Denver have stressed these two 
points forcibly in their paper, and have outlined 
a procedure which is applicable in the larger in- 
stitutions where internes and staff officers first see 
the patient. They emphasize the fact that while 
the interne is waiting for the consultant, he should 
have the operating room made ready, intravenous 
started, blood grouped, and donors located. The 
time gained by such a procedure saves, no doubt, 
lives. 

The surgeon who does not have those facilities 
should himself think along those lines, and as a 
result, as soon as he sees a patient with a gunshot 
wound of the abdomen, he will, while making the 
examination, have all preparation set in motion 
for the surgical procedure at the earliest possible 
moment. Of course, some surgical judgment must 
be exercised in the case of the patient in shock, 
but oftentimes it is impossible to say if the shock 
is traumatic or from hemorrhage. In either case 
intravenous glucose can be started immediately, 
before one is prepared for transfusion or oper- 
ation, and it is better to go in on the case of 
traumatic shock than to stay out in the case 
of hemorrhage. I have twice seen this inability to 
determine the nature of the shock in cases of 
ruptured spleens with hemorrhage, and once in 
hemorrhage from a pelvic artery, and waiting to 
see, cost the life of one of the patients. If it is 
hemorrhage, to run fluids into the circulation is, 
obviously, not sufficient unless we stop the leak. 


Then, too, in considering the abdominal cavity 
we must not forget that it extends farther upward 
than the rib margin and farther down than the 
pelvic brim, and any penetrating wound from its 
topmost border to its very floor must be con- 
sidered as having injured some part of the in- 
testinal tract, and the abdominal cavity must be 
regarded as potentially infected and the seat of 
future peritonitis if untreated. 


For these reasons, in either case, to combat the 
early deaths from hemorrhage which constitute 
the larger group, and the later deaths from peri- 
tonitis the smaller group, it is essential to adopt 
the policy as expressed by Urban Maes: “Look 
to see, don’t wait to see”; for to wait may be to 
lose the patient’s best chances. During the World 
War to routinely operate upon these patients gave 
a lower mortality than waiting; for to wait until 
symptoms develop is to wait too long. Doctors 
Eliason and McLaughlin say, “No one with oper- 
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ating facilities today is justified in postponing 
these cases one hour. A penetrating missile will 
almost certainly injure vessels or a hollow viscus ; 
the one causing hemorrhage, the other contami- 
nation and subsequent peritonitis. A surgeon has 
no right to hope that neither has happened. Im- 
mediate operation after the patient is deshocked 
is the safest procedure.” 


The following cases illustrate some of the above 
points of what not to do as well as what to do. 


REPORT OF CASES 


CasE 1.—Boy, seven years old, threw rifle cartridge 
into stove and was shot in the abdomen, just above and 
to the left of the umbilicus. The patient was seen within 
one hour and immediate operation advised. The parents 
refused, on religious grounds. The child went through the 
usual course of a peritonitis and died on the eleventh day. 
Comment.—This was a case of standing by and waiting 
for the inevitable. 
Y 
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CasE 2.—Man, age 52, was shot in the right lower 
quadrant with shotgun while hunting. Seen about one 
and one-half hours after the accident and given hypo- 
dermic of one-half grain of morphin for pain, and trans- 
ported by ambulance to the hospital. Telephoned ahead to 
have operating room and intravenous ,ready, and con- 
sultants waiting. Arrived at hospital one and one-quarter 
hours later. The patient was then comfortable from his 
morphin, had a pulse of 98, subnormal temperature, and 
blood pressure was 110/80. Examination of abdomen 
showed numerous separate bird-shot wounds over right 
lower quadrant especially, but extending from rib cage 
down onto thigh and over beyond midline. Catheteriza- 
tion showed no blood in the urine, suggesting that the 
bladder had not been penetrated. (The patient had voided 
just before the accident and bladder was contracted.) A 
consultation of four surgeons was held, and it was decided 
to wait for further developments, in spite of the fact that 
the operating room was in readiness. Within eight hours 
the pulse was 112, and in seventeen hours it was 124; 
but still the operation was postponed. The patient ran the 
usual course of a progressive peritonitis, with tempera- 
ture, pulse, distention, and vomiting until the fifth day, 
when it was agreed he should have the advantage of an 
exploratory laparotomy. This was done under general 
anesthesia, and it was found that the abdominal cavity 
was the seat of a generalized peritonitis and the small 
intestine loops of the right side were riddled with small, 
leaking holes. A resection of the involved gut was hur- 
riedly done, but the patient expired two days later, seven 
days following the accident. 


Comment.—The patient was deprived of his only chance 
to live by not operating immediately. Stereoscopic x-rays 
would have shown that the shot had entered the abdomi- 
nal cavity, but such was not available at the time. Bird- 
shot wounds of the stomach and intestine cause surpris- 
ingly little leakage in the first few hours. They are 
practically closed by the muscle layers until distention 
begins to develop. I saw one man opened four hours after 
being shot with bird shot, and though he had holes into 
the stomach, transverse colon, and loops of the small 
bowel, there was practically no leakage. Early explora- 
tion, under local anesthesia if necessary, until one is sure 
of contamination or lack of it, will save many of these. 
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Case 3.—Police officer, age 39, while on duty was shot 
with a .22-caliber long rifle in the right upper abdomen. 
He was taken immediately to the hospital, where he was 
seen by two physicians. The patient was not greatly 
shocked, and owing to location of the bullet hole and the 
position in which he was standing when shot, it was 
thought that the bullet was too high to pass through the 
intestines and had penetrated the liver instead. The bullet 
did not emerge through the back, so the exact direction 
could not be determined. Two other doctors saw the pa- 
tient within the next ten hours, and it was decided to 
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Fig. 1.—Injury to cecum and repair. 


await further developments. The patient was first seen by 
one of the writers about twelve and one-half hours after 
the shooting. The patient was in no apparent pain and in 
good spirits, but having that anxious expression of one 
seriously ill. His temperature was 100 F., pulse 120, blood 
pressure 120/80, and respirations 24. The respirations 
were rather shallow and grunting in character, due to the 
splinting on the right side. The abdomen was rounded, 
tympanitic, quite rigid and tender throughout, but espe- 
cially over the right upper quadrant. There was a bullet 
wound in the right upper quadrant, just missing the lower 
border of the rib cage and a little lateral to Robson’s 
point. The patient was too tender and rigid to palpate 
the liver edge, but assuming it to be at a normal level it 
was felt that the bullet had passed below the lower margin 
of the liver and would consequently have to pass through 
at least one hollow viscus. The bullet did not emerge 
through the back, but there was a tender point in the 
back, indicating that the bullet was lodged in the kidney 
region. The patient was unable to void, but upon cathe- 
terization a pint of normal urine without any blood was 
obtained. 


In view of the location of the bullet wound, it was felt 
that there was only one course to pursue, namely, explora- 
tory laparotomy. 


The patient was given a quart of glucose solution intra- 
venously while waiting for the operating room, and a 
right pararectus incision was made with the upper. end 
at the bullet wound. This was done and the abdomen 
opened under local anesthesia with the idea that we would 
look in, and if no contamination or hemorrhage was 
present the belly could be closed with no appreciable 
added risk. Upon entering the peritoneal cavity, gas, 
feces and blood began to pour from the incision, so the 
patient was given ether and the surgery continued. 

It was found that there was a bleeding point in the meso- 
colon, also two perforations in the transverse colon, which 
were leaking bowel content. The anterior perforation was 
immediately closed, after which the bowel was rotated to 
expose the posterior perforation, which was then closed 
also. Further exploration showed the bullet had then 
passed completely through the ascending colon just below 
the hepatic flexure, and the anterior opening was leaking 
fecal material. This opening was closed; and in order to 
locate the wound of exit, from the ascending colon, it was 
necessary to mobilize the ascending colon by separating it 
on the lateral side at the peritoneal reflection and rolling 
it mesially until the posterior wound was found. In doing 
this a retrocolic or retroperitoneal collection of blood, 
contaminated with feces, was encountered. This wound 
was then closed, and the abdomen cleaned, so far as possi- 
ble, with the aid of suction and packs. There were no 
perforations of the small intestine. 


A small drain was placed in the retrocolic pocket, above 
described, and the abdomen closed around a small cathe- 
ter through which was injected 200 cubic centimeters of 
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Fig. 2.—(a) Injury to small bowel, showing two points 
where bowel was almost transsected (bullet holes should 
be larger than in figure). Hole in mesentery destroyed 
blood supply to this loop. Dotted line in (a) shows where 
resection was made. (b) Side to side anastamosis. 


amfetin. The patient was returned to his room with his 
pulse still 120 and blood pressure 130/80, having stood the 
operation well. 

He was given a prophylactic dose of polyanaerobic 
serum and more glucose intravenously, and saline by hypo- 
dermoclysis. A nasal tube was passed to the stomach and 
connected with continuous suction bottle. He was given 
water freely by mouth, which was a source of much satis- 
faction to him even though it was immediately syphoned 
out through the nasal tube. 

The patient progressed satisfactorily until the fourth 
day, when he had a chill and the temperature went up 
to 104.8. On the fifth day a definite consolidation could 
be elicited at the base of the right lung and rales at the 
base of the left lung. Fecal drainage then appeared at the 
former site of the drain, and continued. The patient 
gradually grew worse and expired on the eleventh day, 
in spite of all that could be done. 


Postmortem showed pneumonia of bases of both lungs, 
fecal fistula from anterior wound of ascending colon, peri- 
tonitis, and paralytic ileus. 


Comment.—This case should have been operated im- 
mediately after admission to the hospital. The fecal fistula 
should have been avoided by more careful closure or 
possibly by not using any drain. The pneumonia might 
have been unavoidable; but the use of oxygen and carbon 
dioxid was not tried until it was developed. The peri- 
tonitis and ileus could have best been avoided, though not 
guaranteed, by earlier operation. 
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Cast 4.—Police officer, age 28, was shot by .41-caliber 
pistol while on duty, the bullet entering the left side, just 
above the iliac crest, and emerging on the right side 
through the upper margin of the ilium. 

He was taken to the sanitarium, where he arrived about 
twenty minutes later, in a condition of moderate shock. 
While preparation was being made for operation, he was 
given preoperative hypodermic of morphin and atropin, 
and a quart of glucose solution intravenously. He was 
taken directly to the operating room upon arrival, and 
the preparation made there. A laparotomy was done as 
quickly as possible, saline being given by hypodermoclysis 
during the operation. 

A midline suprapubic incision was made and, though 
little time had been lost in operating, the abdominal cavity 
already contained much blood and considerable spilled 
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intestinal contents. The hemorrhage, which is the first 
consideration, was found to be coming from a transsected 
artery to a loop of small intestine, as indicated in Fig. 2. 
While ligating it, rubber-covered clamps were placed so 
as to prevent further leakage from this loop of bowel, 
which had almost been transsected at two points. (The 
illustrations, which of course were made later, do not 
properly show the amount of damage to the bowel, as 
the holes were much larger in proportion to the size of 
the bowel.) 

Then, starting at the ileocecal valve in order to system- 
atically locate all lesions, it was found that there was one 
hole in the cecum, just above the ileocecal valve, and 
eight holes in the small intestine. The bullet did not enter 
and leave the cecum, but cut across the anterior surface, 
as indicated in Figure 1. The descending colon escaped 
injury. Then inspecting every inch of the small intestine, 
beginning at the ileocecal valve, the first injuries were 
found to be those pictured in Figure 2, and the last in 
Figure 3. 

The injury to the cecum was repaired, first with a 
locked-stitch and then inverted by a continuous Lembert 
of gastro-intestinal suture. The loop of small intestine 
in Figure 2 was so badly damaged, being almost trans- 
sected, and the blood supply so cut off by the transsection 
of the artery in the mesentery, that resection had to be 
done in spite of the fact that such a procedure is recog- 
nized as greatly increasing the mortality. This was 
rapidly accomplished by tying the intestine proximal and 
distal to the damaged part, and cutting between the ties 
on the preserved’ part and clamps on the part to be re- 
moved. The tied ends of the bowel were then inverted, 
as an appendix stump with linen. A side-to-side anas- 
tomosis was then rapidly done in the usual way. The 
only other feature of the procedure that was unusual was 
the closure of the two holes, as in Figure 3. They were 
larger and a little closer together than is indicated in the 
figure, and a simple repair was impossible, for the section 
of tissue between the holes would not hold for repair of 
the two holes separately. The patient, too, was already 
so much shocked that another resection seemed more than 
he could stand; hence, to lessen the time consumed the 
two holes were converted into one by cutting out, with 
scissors, the band of tissue between them. The gut was 
then knuckled in, closing it transverse to the axis of the 
gut, as illustrated. Thus, instead of narrowing the gut at 
this point, it was actually wider in its internal diameter, 
and the procedure consumed but very little time. 


When we were sure there was no further damage, the 
abdomen was cleaned by suction and packs and made 
ready for closure. The next question was to drain or not 
to drain. Not many years ago no surgeon would have 
hesitated on this point, for all would have drained. We 
did not drain, but merely left a small rubber catheter 
emerging from the lower angle of the incision through 
which 200 cubic centimeters of amfetin was injected after 
the abdomen was closed. The catheter was withdrawn, 
being left only for injecting the amfetin. 

The patient was sent to his room in fair condition, but 
with a pulse of 140, though of fair quality, and blood 
presssure of 100/75. The hypodermoclysis started in sur- 
gery was continued in his room and intravenous glucose 
again started. By the time a donor could be located and 
grouped he had so improved that a transfusion was post- 
poned. 

He was given a prophylactic dose of polyanaerobic 
serum and Edwenil was started according to directions, 
with the idea that it would do no harm and might stimu- 
late some protective reaction. He was also started on in- 
halations of oxygen and carbon dioxid at frequent inter- 
vals as a prophylactic against atelectatic pneumonia. His 
postoperative course was briefly as follows: 8 p.m.: Glu- 
cose, 2,000 cc. intravenously. Saline, 2,000 cc. hypodermo- 
clysis. Oxygen and carbon dioxid at intervals. 

First postoperative day—9 a. m.: G'1cose solution, 1,000 
cc. intravenously. Oxygen and carbon dioxid at intervals. 
Maximum temperature, 102.4; pulse, 128. 5 p.m.: Saline, 
1,000 cc. subcutaneously. 9 p.m.: Glucose solution, 1,700 
cc. intravenously, 
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Fig. 3.—(a) Showing bullet holes in bowel. (They should 
be larger in proportion to size of bowel.) The portion be- 
tween the two holes was cut away, converting them into 
one hole. (b) Method of closing the holes after conversion 
into one. 


Second day—3 a.m.: Saline, 1,500 cc. subcutaneously. 
9 a.m.: Glucose, 2,000 cc. intravenously. Nasal tube to 
stomach and connected with continuous suction. Water 
permitted ad libitum by mouth and syphoned off through 
tube. Fluid returning is bile-stained. 9 p. m.: Glucose 
solution, 2,500 cc. intravenously. Maximum temperature, 
102.4; pulse, 130. 

Third day—10 a.m.: Glucose, 2,000 cc. intravenously. 
10 p.m.: Glucose, 2,500 cc. intravenously. Temperature, 
101.4; pulse, 106. 

Fourth day—10 a.m.: Glucose, 1,150 cc. intravenously. 
6 p.m.: Glucose, 1,650 cc. intravenously. Temperature, 
100.8; pulse, 96. 

Fifth day—About the same as above. 

Sixth day—Same as above. Water freely by mouth, 
syphoned off by nasal tube. On the evening of the sixth 
day, mineral oil, two ounces, instilled rectally. No enema 
had been given up to this time. Intravenous glucose con- 
tinued. Broth and strained fruit juices by mouth. At first 
they were syphoned off by the tube, but later the tube 
was clamped for fifteen minutes and then opened. As this 
caused no upset, it was then clamped for longer periods 
after taking various fluids. 

Seventh day—S. S. enema given and first bowel move- 
ment obtained since operation. Fluids now handled by 
mouth, so intravenous and hypodermoclysis discontinued. 

Eighth day—Stomach tube removed. 


From this point on the progress of the patient was un- 


eventful, his diet being gradually increased to regular 
tray. 


He was discharged from the hospital in good condition 
on the twenty-third day, and has since resumed his duties 
as a traffic officer. 


Comment.—This patient owes his life to the fact that 
he was operated upon immediately, for otherwise he would 
have died of hemorrhage. Moreover, a delay would have 
increased his chances of succumbing to peritonitis had not 
the hemorrhage been fatal. 


COMMENT 


The closure without drainage certainly lessened 
his chances of postoperative hernia, wound in- 
fection, and adhesions. This point is not agreed 
upon by surgeons, and according to questionnaire 
replies from members of the American College 
of Surgeons, as published by Rhodes and Fernald 
in February of this year, more would have drained 
than would have closed without drainage. Rhodes, 
I think, rightly concludes that: 
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1. It is impossible to drain the abdominal cavity 
adequately. 


2. Drainage probably aggravates the spread of 
infection, 

3. Drainage encourages the formation of ad- 
hesions. 

4. Drainage prolongs healing and predisposes to 
hernia. 

5. Drainage increases the chances of fecal 
fistulae. 

The liberal quantities of glucose and saline, I 
feel, are extremely important, for fluids are essen- 
tial, saline is needed to replace losses where con- 
tinuous suction from the stomach is prolonged, 
and the glucose furnished valuable, ready to use, 
calories. 

The continuous suction certainly has been a tre- 
mendous aid since its introduction, and not only 
adds to chances of recovery but adds greatly to 
the patient’s comfort, permitting him to take fluids 
by mouth freely, where, as in this case, vomiting 
was eliminated and distention minimized. 

The length of time the intestinal tract should 
be kept as nearly at rest as possible varies with 
the level of the perforations. 

The systematic examination of the intestinal 
tract is extremely important, for it is very easy 
to overlook some lesions. Out of twenty autopsies 
performed in Wilson’s series of cases that had 
been operated upon, he was surprised to find that 
in ten cases visceral injuries had been overlooked 
at the time of operation. Billings and Walking 
reported nine cases of overlooked injuries in 
forty-five autopsies. Anyone who has had experi- 
ence in operating upon these injuries can appre- 
ciate how easily this error may be committed. The 
patient is in a critical condition, the field is some- 
what obscured, and the operator must complete 
his job in the shortest possible time. 

Resection of bowel should be avoided unless it 
is imperative, for it adds greatly to the mortality. 
In every case in Prey and Foster’s series necessi- 
tating resection of intestine, the patient died. 

The postoperative care and nursing are ex- 
tremely important factors in these cases, but no 
amount of it will take the place of early oper- 
ation.? 

Medical Building. 

DISCUSSION 


GrorcE K. Ruoves, M. D. (490 Post Street, San Fran- 
cisco).—The case histories submitted by the authors in 
their review of this problem are excellent examples of the 
difficulties encountered. 

The surgeon who assumes the care of these patients 
must exercise his keenest judgment in (a) preoperative 
diagnosis, (b) preoperative preparation, (c) operative tech- 
nique, and (d) intelligent postoperative care. 


Preoperative Diagnosis—We must always keep in mind 
the topographical anatomy of the abdominal cavity and 
its associated organs. I have seen several fatal issues in 
which a gunshot wound of the fifth or sixth interspace 
was wrongly diagnosed as entirely a chest wound, and so 
conservatively treated. We must remember that any gun- 
shot wound of the left chest, as high as the fourth inter- 


+ The writers are indebted to Dr. E. Larson 
assistance in the operating room on Case 4. 


for his 
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space, has probably also penetrated the stomach. The 
range of the bullet indicates the probable structures in- 
volved, and also directs the location of the exploratory in- 
cision. If there is no point of exit, the x-ray should be 
used to determine the course of the bullet. X-rays are 
also of great value in showing a pneumoperitoneum which, 
if present, indicates a perforation of the gastro-intestinal 
tract. Each patient should be catheterized to rule out in- 
volvement of the genito-urinary tract. The physical ex- 
amination of each patient will, of course, vary, due to 
many factors, such as the psychic phases, amount of 
hemorrhage, and the character of the contamination from 
the gastro-intestinal tract. Generally speaking, perfo- 
rations of the empty cardiac end of the stomach may show 
very little immediate evidence of general peritonitis ; how- 
ever, those of pyloric end may simulate a perforated peptic 
ulcer. The more fluid content of the small bowel usually 
gives more peritoneal irritation than that of the more 
solid content of the large bowel. These factors are, how- 
ever, largely for academic discussion. The diagnosis of 
even a possible gunshot wound of the abdomen justifies 
an immediate laparotomy. It is far easier to explain nega- 
tive laparotomy findings to the patient than to give ex- 
cuses to the coroner. 


Preoperative Preparation.— The simpler methods of 
combating shock are often the most efficacious. Psychic 
rest, warmth, and sedatives should be a routine. If the 
patient’s condition seems alarming, these measures may 
be supplemented by administration of fluids by clysis or 
intravenously. It is obvious that the too free and rapid 
use of fluids and circulatory stimulants are to be avoided, 
for they may defeat nature’s attempt to control the in- 
ternal hemorrhage at its source. When the operation is 
begun, the fluids may be given with greater safety. The 
dangers of severe hemorrhage before and during oper- 
ation must be anticipated, and the patient’s blood grouped 
and several possible donors made available. 


Operative Technique-——Operations of this type often tax 
the skill and judgment of the most experienced surgeon. 
The novice in surgery with poor hospital facilities will 
probably do more harm than good in most instances. With 
most patients, novocain block, supplemented by ether or 
gas and oxygen, will be the anesthetic of choice, for com- 
plete relaxation affords the best opportunity for adequate 
exploration. In specially selected cases spinal anesthesia 
is most preferable. Surgery should consist of (a) immedi- 
ate control of hemorrhage; (b) systematic and thorough 
exploration of the gastro-intestinal tract from esophagus 
to anus; and (c) control of hemorrhage from spleen, liver 
or kidney. Perforations should be closed, taking care not 
to occlude the lumen. If several perforations be found in 
a given segment, it is usually better to resect. 

I heartily agree with the authors regarding the advisa- 
bility of closing these cases without draining the abdomi- 
nal cavity. This has been our policy in the San Francisco 
Emergency Hospital for several years, and our very, very 
low mortality is undoubtedly due in no small measure to 
this practice of nondrainage. The abdominal wound and 
retroperitoneal spaces should be freely drained to avoid 
severe and sometimes fatal sepsis from streptococci and 
anaerobic infections. 


Postoperative Care——These patients must be given in- 
telligent postoperative treatment for spreading peritonitis, 
even though it never manifests itself. The Connell suction 
type of drainage through a nasal tube is undoubtedly our 
best prophylactic measure against paralytic ileus and 
postoperative mechanical obstructions. The fluid and salt 
balance should be maintained to the extent of 3,000 to 
4,000 cubic centimeters a day. 


& 


H. Gitenn Bett, M.D. (University of California Hos- 
pital, San Francisco).—The points brought out by Doctors 
Binkley and Cole are well taken. One only has to work 
for a time in an emergency hospital in a large city to 
realize that many of the patients with gunshot wounds 
may show little or no clinical evidence of injury to a 
hollow viscus. At operation, however, one finds several 
perforations of the bowel. At times it is difficult to con- 
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vince the patient that operation is necessary. In the ex- 
amination one should not forget to percuss the liver to 
see if dullness is absent because of gas under the dia- 
phragm. The use of a catheter will almost always indi- 
cate the presence or absence of an injury to the genito- 
urinary tract. At the Cincinnati General Hospital there 
was a hard-and-fast rule that, in every case of gunshot 
or stab-wound of the abdomen, a laparotomy must be per- 
formed unless it could be proved beyond doubt that the 
peritoneal cavity had not been entered. Such proof was 
hard to obtain without operation. Many times we found 
perforations when we did not expect them. Another: re- 
quirement was that lavage of the stomach must be done 
before surgery, if general anesthesia were used. If a 
patient has a full stomach, as many of these have, he may 
vomit under anesthesia, with disastrous results. 


In operating, Doctors Binkley and Cole stress the care 
which must be used in making sure that no perforation 
is overlooked. I should like to remind you that much time 
may be saved by closing the abdomen with through-and- 
through silver wire sutures instead of in layers, as pointed 
out by Halstead, Reid, and others. These men, too, felt 
that the abdominal cavity should not be drained; with 
this view I agree absolutely. 


It seems to me that the doctors have outlined the correct 
procedures in handling these cases even though they were 
able to carry them out in only one case. Their case 
reports indicate clearly the many difficulties in the way of 
proper treatment, and the outside influences which must 
be considered. In two cases there were, perhaps, too many 
consultants; in one case the family prevented proper 
treatment. 


2 
© 


Joun Homer Woo sey, M.D. (Woodland Clinic, Wood- 
land).—Gunshot wounds of the abdomen are not as well 
handled as they could be, and so a paper covering the 
subject in an attractive and instructive manner, with illus- 
trations of and comments upon the two types of medical 
attention given, is most worth while. 


The “watchful” or “prayerful” waiting attitude assumed 
in instances of gunshot wounds of the abdomen is exactly 
as logical as the ostrich fleeing from danger by burying 
its head in the sand. Prompt, thorough, and careful ex- 
ploration is paramount, but it should not be done until 
after proper preoperative study. In order to prevent ad- 
ditional shock, the abdominal viscera should be gently 
manipulated by inspecting a section of intestine at a time 
and returning it to the abdominal cavity, while warm, 
moist packs are kept over all exposed viscera. 


A proper preoperative study includes an examination of 
the blood picture, the blood pressure, and the pulse rate; 
a study by roentgen rays as to the course or position of 
any foreign body, and thereby locating the viscera or 
tissues which might be involved; an examination for 
hematuria in case of a possible bladder or kidney injury; 
an examination of the voluntary movements and the deep 
reflexes for possible spinal-cord injury. 


Shock is present in the majority of these injuries, so 
preparation should be made to give fluids or blood trans- 
fusions at once, or during the surgery, as indicated. A 
wide choice in anesthesia allows one to proceed early. 
A spinal anesthesia not higher than the fifth thoracic is 
our choice. Contamination occurs in the first few hours, 
and inflammatory process develops later; so the more 
prompt the surgery, the better the chance for primary 
healing and a successful outcome for the patient. 


» 
Cd 


Doctor BINKLEY (Closing).—I was glad that Doctor 
Rhodes mentioned x-rays to show pneumoperitoneum, for 
at times we do get striking pictures that are pathogno- 
monic. These may be taken with the patient in the upright 
position or on the side, and if positive there is no doubt; 
but if negative there is still doubt, and in either case 
laparotomy must be done. I agree that if the delay or the 
handling of the patient are not contraindicated, the pro- 
cedure is of academic interest and should be done. 
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POISONING POISONOUS SPIDERS* 


AN. EXPERIMENTAL INVESTIGATION IN THE 
CONTROL OF THE BLACK WIDOW SPIDER 
(LATRODECTUS MACTANS) 


By Emu Bocen, M.D. 
AND 
Russet N. Loomis, M.S. 
Olive View 
Discussion by Russell M. Gray, M.D., Indio; George 
Elwood Jenks, Los Angeles; W. J. Baerg, Arkansas. 


OISONING from the bite of the black widow 

spider has been reported with increasing fre- 
quency in recent years. More than two hundred 
cases have been tabulated by thirty different 
writers since 1932, bringing the total recorded to 
date to over six hundred. Several deaths from 
this cause are now being listed annually in one 
state alone, and no part of our country appears 
to be entirely free from this dangerous creature. 
Part of the increase in the number of bites re- 
corded is undoubtedly due to the wider appre- 
ciation of their possibility, with the consequent 
recognition of cases that would have been other- 
wise missed, both by the physician and by the 
public. A part may be ascribed to the change in 
habitat of many of these spiders from rural to 
urban sites, with consequent increase in the op- 
portunities for human contact. Many workers, 
however, believe that there has been a real in- 
crease in the number of these spiders throughout 
the United States, either because of weather con- 
ditions, and more abundant food supply, or be- 
cause of the destruction of the natural enemies 
of the spider. 

SYMPTOMS 


The publication of more than a score of arti- 
cles annually since 1926 dealing with this subject 
has undoubtedly contributed much to awaken the 
medical profession to the possibilities of diagnosis 
of this condition. The typical history of a bite by 
a black widow spider, followed within an hour 
by increasing pain and muscle spasm, leading to 
a picture simulating an acute abdominal condition, 
with rigidity, fever, leukocytosis, and even nausea 
and vomiting, is becoming recognized as a distinct 
clinical entity. The presence of muscle spasms in 
the extremities, the increased blood pressure and 
spinal fluid pressure, the absence of true tender- 
ness in the painfully contracted muscles and the 
profuse perspiration, aid in the differential diag- 
nosis. Such exceptional manifestations as shock 
or circulatory collapse, local or generalized skin 
eruptions, edema or necrosis, and residual nerve 
lesions, although occasionally reported, are not 
commonly encountered and should not be stressed 
in the description of the usual case. 





TREATMENT 


Effective treatments for patients suffering from 
arachnidism, or black widow spider bite poisoning, 
have been developed during the past decade, but 
are still too little known by the medical profession 
at large, and articles still report and advise the 


* Paper presented before the American Chemical Society, 
San Francisco, August 22, 1935. 
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application of the numerous ineffective treatments 
of the past. The mental reassurance and avoid- 
ance of operative intervention that follows making 
the correct diagnosis gives this procedure a real 
therapeutic value. Local treatment should be con- 
fined to a simple antiseptic application, as the 
scarification and cauterization or suction useful 
in other kinds of venomous bites have no value 
in this condition. 

Pain.—Relief of pain may be secured by the 
use of hydrotherapy, by spinal puncture, by the 
intravenous injection of 20 cubic centimeters of 
a 10 per cent solution of magnesium sulphate, and 
especially by the intravenous injection of 10 cubic 
centimeters of 10 per cent calcium chlorid or the 
intravenous or intramuscular injection of 10 cubic 
centimeters of a 10 per cent solution of calcium 
gluconate, more effectively than by the adminis- 
tration of opiates or other sedatives. 

Serum Treatment.—Serum treatment has been 
developed against the bite of the black widow 
spider, both with the use of human serum from 
subjects who had previously recovered from a 
typical case of spider-bite poisoning, or with serum 
obtained from small animals that had ‘been sub- 
jected to the bite of the spider and had recovered. 
No commercial sources for such serum are now 
available, but in particularly severe cases it may 
be obtained from the Los Angeles General Hospi- 
tal, or from Dr. F. E. D’Amour of Denver, or 
from the Olive View Pathology Laboratory. The 
results, while still encouraging, are not conclusive, 
and in view of the fact that institutions using the 
other modern treatments report scores of cases 
with no deaths, and with rapid amelioration of 
symptoms, the general use of such serum is prob- 
ably unnecessary. 


BLACK WIDOW SPIDER’S FOOD 


The black widow spider obtains its nutrition 
solely by sucking the body fluids out of the still 
living victims, utilizing for this purpose its own 
offspring as well as its mate or others of its spe- 
cies, other arachnids, and a wide variety of in- 
sects, including the common house fly, other flies, 
crickets, moths, grasshoppers, beetles, ete. Oc- 
casionally, even small vertebrate forms may be 
attacked. Usually the spider attempts to entangle 
the victim in its web, and tie it up well, then 
taking its meal off the still living victim at leisure. 
The venom of the spider is probably especially 
useful in paralyzing victims while they are being 
thus wrapped for later consumption. Although in 
its role as destroyer of flies and other noxious 
insects the black widow may be of service, it 
would seem that other safer measures should be 
preferred. 


NATURAL ENEMIES OF THE SPIDER 


Natural enemies of the black widow are numer- 
ous, but seem to play a restricted role in limiting 
their numbers. Birds and lizards probably destroy 
a few of the spiders, but owing to the habits and 
habitat of the black widow few of them are ac- 
cessible to these agents. Wasps, particularly the 
digger or mud-dauber wasps of the Sphex genus, 
make use of the black widow as food for their 
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young, and probably are a much more important 
factor in their control. Scorpions, solpugids or 
vinegaroons, centipedes and tarantulas, as well as 
the mole cricket and certain other insects, may 
sometimes kill the black widow; but in nature 
such encounters are probably uncommon, and the 
victory may be on either side. Several insect para- 
sites on the egg of the spider have been described, 
but none seems to be as yet of real importance. 
Diseases of the spider are quite unknown, though 
certain fungi are occasionally found growing on 
defunct specimens. 

The control of the black widow spider has, 
hitherto, received little serious investigation. The 
casual references to the effects of certain agents 
are, on investigation, often found to be inaccurate 
and misleading. In view of the increasing recog- 
nition of the dangers of poisonous spiders, and 
the frequent inquiries as to what to do about them, 
it was thought desirable to undertake a systematic 
investigation into the possibilities of destroying 
them. 

DESTRUCTION OF SPIDER BY MECHANICAL 
MEASURES 


Mechanical measures for the destruction of the 
spider are most generally advised. The broom, 
fly-swatter, shoe, or stick, have all had their quota 
of victims. In handling the egg sacs, it may be 


TABLE 1.—Poisonous Spider Bites in the United States, 1935 
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well to remember that the spiders may be alive, 
hatched in the sac for days before they emerge, 
and that the careless opening of the egg sac may 
be the signal for the emergence of hundreds of 
spiderlings. The difficulty of reaching the spider 
in inaccessible places by such simple mechanical 
means, the danger of damaging other property, 
breaking windows, etc., and the low visibility of 
the spider in its usual dingy and sheltered habitat, 
all detract from the general application of simple 
mechanical measures, which remain, however, the 
most effective so far discovered. 

The spider appears little sensitive to odors, 
sounds or sights, but is affected by bright moving 
lights and particularly by vibration or mechanical 
stimulation. It has a slight negative phototropism, 
preferring the dark times and places, and a slight 
negative geotropism, so that it hides in the higher 
portions of the webs, but these tendencies are 
often not exhibited. It prefers a secluded, un- 
disturbed location, and will often move elsewhere 
if repeatedly disturbed, or if its web is repeatedly 
broken. 


HOW BLACK WIDOW SPIDER BITES MAY 


BE AVOIDED 


The avoidance of the bite of the black widow 
spider depends primarily upon avoiding contact 
with the spiders. In earlier times, they were most 
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often reported in the fields, in bushes, under twigs 
or logs, and in other rural sites. Their webs have 
been found in the tunnels of ground squirrels and 
other burrowing animals, where they may be pro- 
tected during the cold winters. They have also 
been found under stones or rocks or in the crevices 
in stone walls. Intensive cultivation of the land 
makes these sites less tenable. Most of the earlier 
human victims were bitten while in wooden out- 
door privies, by the spiders which had built their 
webs under the seat. Making the seats of outdoor 
toilets on hinges so that they may be inspected 





and cleaned on the underside, has been accord- 
ingly recommended. Wherever possible, outbuild- 
ings should be well lighted and screened. The 
young black widow may pass through ordinary 
fly screen, but it is not so apt to make its web in 
places where other forms of life cannot be found 
for food. 

More recently the black widows have been de- 
scribed in garages, chicken-houses, on porches, 
under chairs, tables, or stairways, under the eaves 
and beneath the rafters in cellars and attics, in 
shelves and closets, and under boxes, boards and 
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TABLE 3.—Spray Method 
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TABLE 3.—Spray Method—(Continued) 
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rubbish heaps in general. Accordingly, all rub- 
bish heaps should be destroyed and dark, clut- 
tered corners in cellars, attics, garages, etc., should 
be cleared up as much as possible. Frequent 
forays, destroying the webs and killing spiders 
when seen, may discourage them from making 
their home near human habitations. 

The wearing of white gloves, a single thickness 
cotton glove such as is sold at the ten-cent store, 
is sufficient ; wearing white clothing against which 
the black spiders may be easily detected, a large 
white hat or cap, a collar turned up at the neck, 
and trouser legs closed at the bottom, or knicker- 
bockers, may be recommended while working in 
the vicinity of the spiders. A mosquito or bee 
net over the face may sometimes be advisable, par- 
ticularly when crawling under houses or in other 
dangerous places. 

Fire has been used as a means of exterminating 
the black widow, but it is usually of limited value. 
Rubbish piles may be burned as a preventive, but 
the spider is usually quick enough to escape the 
flame unless closely watched. Although certain 
spiders have been reported to skip over boiling 
water at hot springs, it appears that the black 
widow is more susceptible to heat, and under cer- 
tain conditions boiling water or steam may be used 
effectively to get rid of them. On the other hand, 
drowning with water or a bland oil usually leads 
to merely temporary cessation of movement, the 
spider feigning death, but coming to life and 
activity again when it dries. 


TECHNICAL PROBLEMS 


The evaluation of insecticidal, or rather arachni- 
cidal properties of substances against the black 
widow is fraught with unusual difficulties. Post- 
mortem movements of the spider, especially under 
the influence of air currents or when a wisp of 
web attached to one of its legs is touched in an 
invisible portion, often makes it appear as if the 
spider were alive long after death has occurred. 
The characteristic contracted death posture, some- 
times helpful in this direction, may be absent after 
some modes of killing. On the other hand, the 
practice of feigning death, an instinctive ruse with 
the spiders when disturbed, often misleads the 
observer into thinking that the spider is dead when 
it is only “playing possum.” Although the spider 
may continue to mimic death in the presence of 
chemicals, or when shaken or turned over in the 
jar or cage, irritation of her body, particularly 
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the cephalothorax, with a firm, fine, wire point, 
almost invariably causes active movements. Such 
tickling of the spider, therefore, forms a valuable 
aid in determining that it is really dead. 

The restricted dietary of the spider, consisting 
only of the sucked-out body fluids of living in- 
sects, makes it escape most of the common stom- 
ach or feeding poisons placed in its vicinity, while 
its ability to “hold its breath,” and low respira- 
tory requirements, makes it resistant to many 
respiratory poisons which are effective against 
common insect pests. The hard, chitinous cover- 
ing of the spider is resistant to many contact 
poisons, and its ability to shed a leg and to re- 
generate a new one enables it to escape many 
mechanical injuries. 


EXPERIMENTAL PROCEDURES IN FUMIGATION 


The varied natural habitat of the spider makes 
it inaccessible to many simple measures. No one 
method has been found which is equally effective 
under all circumstances. The duplication, in lab- 
oratory conditions, of the natural habitat was 
found difficult and uncertain. For this investi- 
gation, after a number of attempts with various 
set-ups, two types of experimental conditions were 
studied—the closed-jar method to determine fumi- 
gating efficiency of the different substances in 
a completely enclosed space, and the open-cage 
method to determine the efficacy of simple contact 
sprays. 

For the study of the fumigating action of sub- 
stances against the black widow, glass jars 6% 
inches high and 234 inches in diameter, with a 
capacity of 500 mils and with a tight-fitting screw 
lid, were used. The spiders were placed in the 
jars, and allowed to spin a web in the bottom of 
the jar. The jars were then inverted and the lids 
removed, the spider then remaining in the web 
at the top of the inverted jar. The substance to 
be tested was then placed on a small piece of 
cotton on the lid, and covered with screen wire 
to prevent the spider coming in direct contact with 
the material. The lid was then screwed back on 
the jar, and kept in an inverted position, thus 
placing the spiders about six inches from the sub- 
stance tested. The time was recorded, and a care- 
ful watch maintained for many hours for the time 
when the spider might drop from the web, and 
also when all signs of life might disappear, so 
that the duration of exposure required to kill 
the spider might be recorded. Varying amounts, 
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1.0, 0.1, 0.01, 0.001 and/or 0.0001 grams or mils 
of the substances tested, were used, diminishing 
the amount until the killing power was lost. 


INSECTICIDAL MIXTURES 


More than fifty different pure chemicals or mix- 
tures were tried by the closed-jar method. For 
convenience these are divided into five groups. 

1. The following substances failed to kill the 
spiders, even in concentrations of one gram to the 
jar, the highest amount used: 

Acetone, antimony potassium tartrate, calcium oxid, 
calcium chlorid, calol, cobalt chlorid, soap solution, so- 
dium fluorid, sulphur, nitrobenzene, pine oil, pyrethrum 
powder, triorthocresyl phosphate, Union garden spray, 
water. 

Despite the fact that several of these have been 
highly lauded as effective for killing spiders, as 
well as insects, our experiments indicate that they 
are far too weak to be of any value for fumigating 
purposes against the black widow. 

2. The following substances were found effec- 
tive in concentrations of one gram to the jar, but 
not less, which would correspond to about two 
ounces per cubic foot: 

Alcohol, methyl, ethyl, and butyl; Beechwood creosote, 
carbolic acid creosote, or crude coal-tar creosote; carbon 
disulfid, sulphuric ether, formaldehyd, kerosene, lysol, 
black leaf 40, Digas, Premek spidercide, pyrocid 20, vapo- 
sector fluid. 

Although some of these agents may still be of 
value if placed directly on the spider, they cannot 
be expected to be very effective as fumigants 
when merely placed in the vicinity of the spider. 
In view of the reports that they might act as repel- 
lants, causing the spider to go elsewhere, some 
of them were placed in double jars containing 
spiders, the jars being connected at the necks so 
that they afforded a total length of more than a 
foot. There could be noted little tendency of the 
spiders to go away from the materials. Since the 
concentrations of these substances required to kill 
the spiders is higher than would be developed 
in the open, it is felt that little reliance may be 
placed on the use of these substances, particularly 
the creosotes, as safeguards of outdoor privies and 
similar locations. 

3. Substances somewhat more effective, capable 
of killing in amounts of 0.1 gram per jar, or about 
two grams per cubic foot, included: 

Alcohol, isopropyl and n. hexyl; benzene, carbon tetra- 
chlorid, chloroform, gasoline, grainosect, lethane, mustard 
oil, o-dichlorobenzene, Pharo spider kill, pyridin, toluene. 

The amounts of these substances required for 
fumigation purposes against the spider are still 
excessive for practical use. 

4. As little as 0.01 gram per jar, or about a 
pound for a small room, was sufficient for the 
following substances : 

Alcohol, isoamyl; cresol, Destruxol, Hunt’s insect pow- 
der, mononitrobenzene, naphthalene, paradichlorobenzene, 
phenol, potassium cyanid, sodium cyanid, sulphur dioxid, 
xylene. 

5. Even smaller amounts sufficed for calcium 
cyanid, benzaldehyd, and dimethylanilin. 


SPRAYING METHODS 


The usual habitat of the spider is inaccessible 
to closed fumigation methods, as sufficient con- 
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centrations of the fumes cannot be obtained to 
be effective. A spray may be expected to give 
better results under such conditions and, accord- 
ingly, a method was devised for spraying the 
spiders in the open air under constant conditions, 
in special wire cages, as follows: Small wire 
cages, three and one-half inches tall and two 
inches in diameter, were made of one-eighth inch 
wire mesh hardware cloth, closed at the bottom 
with screen wire and at the top with a large 
stopper or tin lid. The spiders were placed in the 
cages, the cages suspended freely, and the sub- 
stance to be tested sprayed at the spider through 
a No. 16 De Vilbiss atomizer at a distance of 
about two inches, usually giving two or three 
bulbsful of air to each substance, or about 60 
cubic centimeters of spray. The time of spraying 
was noted, and the spiders examined repeatedy 
so that the time when all signs of life disappeared 
could be recorded. In order to guard against 
feigned death, the spiders were irritated with a 
small wire from time to time. 

It was soon realized that no spray could be 
effective if it did not actually reach the spider, 
and that no substance so far tried would have any 
effect if merely sprayed on the web or in the 
vicinity of the spider. Some sprays appeared to 
irritate the spider and increase its motions, but 
these were not entirely consistent. The light 
spraying of the atmosphere, so effective with fly 
sprays of pyrethrum against the common house 
fly, is useless against the black widow. 

Inasmuch as a heavy spraying must be used, 
the inhalation of the spray by the person using it 
is almost unavoidable. There must be care, there- 
fore, to avoid the use of substances that might be 
toxic to the user. Cyanid sprays are accordingly 
ruled out from the start, although they are per- 
haps the most effective. 


Isoamyl alcohol and lethane, although both quite 
effective and of comparatively low animal toxicity, 
both may give rise to headaches and other symp- 
toms if inhaled in high concentrations. By the 
use of lower concentrations, such as one per cent 
of these in kerosene, however, this disadvantage 
is reduced, and perhaps the most effective sprays 
to be advised are these. Numerous commercial 
sprays tested were generally weaker than these 
two. Aqueous sprays were, unfortunately, quite 
disappointing in their results, 10 per cent sodium 
arsenite and cyanids being the only effective aque- 
ous agents found. The addition of lime was not 
found to have any effect on the potency of 


kerosene. 
CHOICE OF FUMIGANT 


There are many factors affecting the choice of 
a fumigating agent after its effective concentra- 
tion has been determined. Most important is the 
possible effect on the life and health of humans 
and animals who may be exposed to it, acciden- 
tally, or before, during and after the fumigating 
process. As a crude test of the dangers from 
these agents, 0.1 cubic centimeter of each sub- 
stance was injected subcutaneously into a labora- 
tory mouse. Those causing death in the mice within 
a few days may be readily suspected of being 
dangerous if used without special precautions. 
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Not only the drugs that kill mice, however, re- 
quire scrutiny. A number of other substances, 
sublethal in effect, are capable of producing pro- 
found damage, headaches, liver injury, etc., to all 
or certain susceptible exposed individuals. Such 
dangers to health require primary consideration. 

The danger of fire or other damage to property 
is also important. Highly inflammable substances 
must, therefore, be used with caution. Most fly 
sprays are of mineral oil or kerosene bases, and 
are inflammable. Many organic substances may 
form explosive mixtures with air. 

The danger of corrosion, bleaching, injury to 
plants and other materials must also be considered. 

The cost of the substance to be used, both abso- 
lute and relative to the task required, and its ready 
accessibility and keeping properties, also merit 
consideration. The effect of temperature, of hu- 
midity, and the ease of application of the material, 
likewise need some thought. 


CONCLUSIONS 

In general, we may conclude, on the score of 
effectiveness, cheapness, safety and simplicity, 
that, for fumigation purposes against the black 


widow, the following recommendations may be 
made: 


1. For small boxes, chests, and similar enclosed 
spaces, naphthalene, the commercial moth-ball 
material, be used in amounts of two ounces of 
naphthalene to each cubic foot of space free. 


2. For large, completely sealable chambers, 
fumigation with sulphur dioxid from sulphur 
candles, using a pound of sulphur for every thou- 
sand cubic feet of space, for at least one hour. 


3. For storage places, where safety of humans 
may be assured, cyanid, using three ounces of cal- 
cium cyanid for each thousand cubic feet space, 
for at least two hours. 


4. For open spaces, such as outdoor privies, 
or under houses, no fumigant or repellant has 
been found that is to be relied upon. 


5. No commercial preparation has been found 
that offers any prospects of significant value as 
a fumigant or repellant. 

6. For spraying purposes, .ordinary kerosene 
was found to be effective, but the addition of a 
small amount, 1 to 10 per cent, of isoamyl alcohol, 
or of the commercial organic compound lethane, 
added to the rapidity of its action. It should be 
emphasized that no spray is effective unless it 
actually reaches the spider, and the more thor- 
oughly the spider is wet by the spray, the more 
certain and soon is its death. Spraying the empty 
portions of the web appears to be of no value with 
any of the materials we have used. 

7. Mechanical measures remain the cheapest 
and most readily applied tactics to consider in the 
control of the black widow spider. Under certain 
special conditions steam, fire, and even electricity, 
may prove applicable, while fumigants and sprays, 
as just discussed, have definite indications and 
limitations. The danger of the black widow, how- 
ever, is sufficiently great to warrant the employ- 
ment of any or all of these measures, as may be 
best adapted to the individual conditions encoun- 
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tered, while it is to be hoped that insect enemies 
or other natural control measures may be de- 
veloped in the juture.* 

Olive View Sanatorium, Los Angeles County. 


DISCUSSION 


Russe. M. Gray, M.D. (Hotel Potter Building, Indio). 
During the past few years a great deal of publicity has 
been given to the black widow spider. This has been oc- 
casioned by the greatly increased number of spider-bite 
cases given prominence by the newspapers and other publi- 
cations, and also the fact that the black widow spider has 
evidently spread all over the country. This apparent 
spread, or increase in number of black widow spiders, can 
only mean that the method of treatment of these cases 
must be improved, and must be brought to the attention 
of all practicing physicians. In addition to that, it be- 
hooves the medical profession and other scientists to de- 
velop some means of eradicating the black widow spider. 


Doctor Bogen’s article sets forth, in concrete form, 
many of the difficulties which are to be encountered in 
developing an insecticide or an arachnicide which will be 
effective, but at the same time not too expensive. 


Experiments conducted along this line in the Coachella 
Valley Hospital laboratory have made us realize that this 
spider has very few natural enemies capable of eradicating 
the pest. The very fact that it is found in dark places, 
usually inaccessible to the other forms of insect life, and 
that the bite of the spider quickly paralyzes and causes 
the death of other insects, makes us realize we are going 
to have to turn to some artificial means, such as Doctor 
Bogen has attempted. 


Fortunately for the human race very few spider bites 
assume alarming symptoms. The majority of the cases 
can be treated and controlled by simple remedies which 
are available in all hospitals and the majority of doctors’ 
offices. It is the rare case—and apparently there have 
been several of these throughout the United States— 
where, in spite of all treatment, the patient is apparently 
doomed to die, to which we are particularly turning our 
attention in the endeavor to develop a specific. After see- 
ing the extreme suffering of one of these severe cases, 
we realize no stone must be left unturned to develop an 
effective and inexpensive arachnicide. 

Recent experiments conducted at the Coachella Valley 
Hospital laboratory tend to show (although this has not 
been definitely proved) that the spider whose habitat is 
in dark, damp places is more poisonous than the spider 
living in the open. Because of the fact that these spiders 
are usually found under the houses, in outdoor latrines, 
around garages, ard in other spots where it is impossible 
to limit the air space, it takes very little imagination to 
realize the tremendous problem facing us in the control 
of this pest. 


Doctor Bogen has initiated the beginning of a very 
interesting and, at the same time, useful field; but it will 
take a great deal of experimental work and many trials 
and errors before anything is found which will be uni- 
versally available, and at the same time within the reach 
of all, for the eradication of the black widow spider. 


2 
o 


Grorce E_woop Jenks (Spider and Parasite Research, 
Los Angeles County Health Department, Los Angeles ).— 
“Poisoning Poisonous Spiders,” by Doctors Emil Bogen 
and Russell N. Loomis, is so comprehensive and accurate 
that there seems to be nothing to add except, perhaps, a 
word about the recent successful propagation of the “lost” 
parasite—a rare and almost forgotten dipterous fly, the 
larvae of which feed upon the eggs of the black widow 
spider. 

First found in Los Angeles in 1896, and described by 
Dr. A. Davidson in the Entomological News, Vol. 7, 
p. 320, Gaurax aranee (Coquillett) apparently became so 
rare that it was practically lost to science for nearly forty 
years. When it was rediscovered two or three years ago, 
it was hailed by many scientists as a new species, but I 
was fortunate in obtaining the correct identification from 


* References will appear in the reprints. 
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P. H. Timberlake of the University of California Experi- 
ment Station at Riverside. 

This parasite oviposits almost exclusively upon the egg- 
sac of the black widow spider. When the larvae hatch, 
they penetrate the shell of the egg-sac, devour the hun- 
dreds of eggs or spiderlings within, pupate, and eventu- 
ally emerge as adults to complete the cycle. Apparently 
these parasites have been somewhat outdistanced by the 
abnormal increase of Lactrodectus mactans during recent 
years, and must have the “boost” of artificial propagation 
in order to become an effective check upon that increase. 

Several workers found this parasite and began experi- 
menting in 1934, possibly earlier; but for a long time no 
one was able to get these flies to thrive, mate, and propa- 
gate under artificial conditions. It was only after two 
years of experimental work in my home laboratory, and 
with the present aid of the facilities of the Los Angeles 
County Health Department, that I finally reached the 
place where I could be fully confident of ultimate success. 

The artificial propagation of these parasites by the thou- 
sand is now an accomplished fact. Before, however, they 
can be bred by the required millions, there are several 
more problems to be solved, mainly in regard to the de- 
velopment of a more perfect synthetic food for the larvae. 

Nevertheless, the work has now reached a point where 
it seems assured that biologic control, together with chemi- 
cal and mechanical methods—and popular education—can 
ultimately be combined to provide a practical and effec- 
tive remedy for the black widow menace. 


% 


W. J. Baerc, Entomologist (University of Arkansas, 
Fayetteville, Arkansas).— Doctor Bogen has made an- 
other important contribution to the knowledge of poison- 
our spiders and he writes as one who has come into 
immediate contact with the subject. 

The prevailing opinion that black widows have been 
rapidly increasing in numbers during the last two years, 
is based on facts, at least in the Middle West. Sug- 
gestions for so-called control measures are, therefore, 
much in demand, even though in some parts of the coun- 
try spider-bite cases may be relatively uncommon. The 
presence of the black widow in even small numbers in- 
spires fear, and there will be a widespread effort to reduce 
the sum total of this spider. 

Natural enemies, such as other spiders, scorpions, wasps, 
and various predatores have been investigated by several 
research workers; but, in general, accounts agree that 
these preying insects play but a minor role. The blue 
mud-dauber, where it is abundant, is perhaps the most 
important of such natural enemies. 


Severe winter temperatures are by some authorities be- 
lieved to be fatal to black widows in the northern and 
central states; but, so far, evidence is lacking. Obser- 
vations during the coming spring and summer may sub- 
stantiate this opinion. 


URINARY EXTRAVASATION * 


By J. C. Neciey, M.D. 
Los Angeles 


Discussion by George F. Schenck, M.D., Los Ange- 
les; A, A. Kutzmann, M. D., Los Angeles; H. C. Bumpus, 
Jr., M.D., Pasadena. 


RINARY extravasation, generally speaking, 

is an extensive destructive phlegmonous in- 
flammatory process from pathologic conditions in 
or about the urethra, usually accompanied by gan- 
grene of great extent, most often occurring after 
urethral disease such as stricture, calculi, abscesses, 
or periurethritis; but trauma, direct or indirect, 
with rupture of urethra or bladder, may play a 
part. 








* Read before the Urology Section of the California 
Medical Association at the sixty-fourth annual session, 
Yosemite National Park, May 13-16, 1935 
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ETIOLOGY 


Etiology most often occurs in urethrae weak- 
ened by stricture, with back-pressure making for 
dilatation and thinning of the walls with little 
resistance to infection. Unless a history and signs 
of recent trauma are present, one can most always 
be sure of an infectious origin. For convenience, 
the etiologic factors may be enumerated as fol- 
lows: 


1. Stricture (a) from antecedent disease, or 
(b) from scar tissue, following trauma. 


2. Inflammatory process without stricture, as 
periurethritis, adenitis, littritis, cowperitis, peri- 
adenitis, with secondary necrosis and phlegmon. 

3. The intact urethra without urinary infiltra- 
tion, accompanied by massive phlegmonous gan- 
grene, may simulate a true urinary extravasation 
so as to be indistinguishable from it until after 
operation. These cases, in my belief, are caused 
by the preliminary leakage of a few drops of in- 
fected urine, and the resultant edema, which 
closes off the opening; but the process goes on 
the same as though urine was present. 


4. Trauma, direct or indirect, as from straddle 
falls, blows, automobile accidents, fractures of 
pelvis, hip, may lead to a slight laceration, a com- 
plete transverse severance of the urethra or rup- 
ture of the bladder. Many contusions, without 
actual disturbance of continuity, may prepare the 
soil for a virulent infectious necrotic process, 
which produces leakage and extravasation. Inter- 
course in those having stricture, in rare instances, 
may cause this condition. 


5. Calculi, impacted so as to cause obstruction, 
may cause erosion necrosis enough to produce 
leakage. 

6. Except in very immediate traumatic cases, 
bacteria play a major réle. Colon, staphylocci, 
streptococci, and many varieties of anaerobes are 
mostly found. French observers have claimed that 
without the latter, gangrene cannot occur. 


ANATOMY 


To understand and correctly treat extravasation 
one must visualize the division of the pelvis into 
an external and internal compartment, with the 
triangular ligament at the dividing line. It is a 
dense fibrous wall, with a relatively thick anterior 
and thin posterior layer. The triangular ligament 
stretches across the pubic arch, attached in front 
to the symphysis pubes, laterally to the ischio- 
pubic rami, which posteriorly offers insertion for 
Colles’s fascia. Between the layers of triangular 
ligament are the nerves and blood supply of the 
penis, and within its borders are the membraneous 
urethra and ducts of Cowper’s glands. Colles’s 
fascia, sometimes called the superficial perineal 
fascia, is attached to the posterior border of the 
triangular ligament from which it sweeps back 
and down, separating the deep and superficial 
transverse perineal muscles, then forward under 
perineal, scrotal and penile skin, to fuse with the 
deep penile fascia at the root of the organ. This 
arrangement forms an anterior perineal triangular 
space open only at the base of the penis. Through 
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this opening extravasation extends upward over 
the abdomen under Scarpa’s fascia, which is the 
continuation of Colles’s fascia over the abdomen. 
Scarpa’s fascia, by its attachment to Poupart’s 
ligament, prevents invasion of the anterior thigh. 
Therefore, extravasation anterior to the triangular 
ligament must be limited in the perineum by 
Colles’s fascia, and on the abdomen by Scarpa’s 
fascia. Thus the order of perineum, scrotum, 
lower abdomen, penis and groin extension is ob- 
served. Cases have been noted of extension to 
lower border of ribs and to axillae. Infiltration, 
originating behind triangular ligament, extends be- 
hind the prostate, invades the ischiorectal fossae, 
and may include the buttocks and inner upper as- 
pect of the thighs, sometimes retroperitoneally to 
the kidneys. Intrapelvic infiltration, pointing an- 
terior to urethra, results in a pre- or perivesical 
phlegmon. 


Infiltration between layers of triangular liga- 
ment may go either to front or backward, more 
often in front. Extension of the process in any 
location is dependent on the duration and viru- 
lence of infection. 

PATHOLOGY 


The onset is a cellulitis, with vascular throm- 
bosis, gangrene and perforation, generally near an 
old stricture, a contused urethra, a hematoma with 
pressure gangrene, a laceration or severance of 
urethra. Once loose in the tissue, infected urine 
incites phlegmon. Injected sterile urine does not 
produce this process. French observers hold that 
actual urinary infiltration does not always exist, 
but that the process is by bacterial invasion only 
(anaerobic), and that the fluid found is only an 
acute inflammatory exudate. Others have demon- 
strated 2 per cent urea in the fluid from the tissues 
at operation, and have concluded that the fluid was 
always urine. Acute or chronic pyelonephritis is 
frequently a concurrent pathology, and is often 
the cause of death. Most always perforation of 
urethra occurs at site of, or posterior to, a stric- 
ture, either from mechanical pressure of urine or 
acute local infection; but the latter is always 
present except in early trauma. 


SYMPTOMS 


Local tenderness, swelling, chills, fever, mental 
confusion, delirium, coma, and other signs of over- 
whelming toxemia are always present to a greater 
or lesser degree. The intensity of the symptoms 
is generally graded on the extent and duration of 
the phlegmon. Urinary obstruction, with partial 
or complete retention, is marked by the usual 
symptoms of that condition. Dysuria, difficulty, 
dribbling, hematuria, frequency, small stream, 
burning, may all or part of them be present, and 
are always a predominating feature unless coma 
is present. 

DIAGNOSIS 


Generally these cases reach us late enough so 
that, from the first case on, the diagnosis is easily 
made, from inspection and palpitation. A bulging 
perineum, purplish red scrotum, spots of green to 
black gangrene, with the characteristic odor. The 
picture may also be present on the abdominal wall. 
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Urethral catheter will often show obstruction. 
Conditions simulating extravasation are edema of 
scrotum, from cardiorenal disease, diabetic gan- 
grene, strangulated hernia with gangrene or cellu- 
litis of scrotum and abdomen, scrotal or penile 
gangrene from streptococcus cellulitis. 


TREATMENT 


1. Cystotomy at once, regardless of location of 
extravasation (i. ¢., anterior or posterior), placing 
de Pezzar catheter in bladder. 

2. Follow with parallel, free, wide, handsome 
incisions to the depth of process, and from the 
perineum to the costal margin if necessary, in- 
cluding penis, scrotum, perineum, and abdomen, is 
unavoidable. Connect these incisions by burrow- 
ing under with a knife-handle or forceps. Connect 
with Penrose drains. Doctor Day has aptly termed 


this a “slasheotomy.”’ 
3. Above is for anterior extravasation. Some 
surgeons bisect the scrotum in addition. Person- 


ally it seems unnecessary, and I call your atten- 
tion to the presented cases, with a mortality of 
66 per cent when this is done, alone without other 
incisional drainage. 

4. For posterior extravasation cystotomy and a 
dissection of the bladder from its bed if neces- 
sary, so that drains may be placed to bottom of 
pelvic cavity. Sometimes a drain connecting peri- 
vesical space, with the perineum to the outside 
by way of the ischiorectal fossae, may be of ad- 
vantage. 

Any attempt at dilating a stricture, repair, 
bladder-neck surgery, or even removal of impacted 
calculi, is foolhardy and unwarranted where any 
degree of infection exists. Very recent cases of 
trauma without infection may be occasional ex- 
ceptions. In the cases I will cite, added operations 
were done ten times, with eight deaths. 

6. External urethrotomy, on account of the 
difficulty of locating the urethra and the fact that 
one is working in an infected field, is mentioned 
only to be condemned. 

7. When the patients reach the wards, one must 
be alert to keep drainage established. 

8. When the patient has recovered from the 
shock of operation, continuous hot baths (tempera- 
ture 99 degrees) of permanganate 1 to 10,000 is 
a benefit. We have kept patients in this bath for 
four consecutive days without danger. Thiersch 
solution also can be used in the bath. A heavy 
coating of vaselin over entire body keeps the skin 
from contracting and makes for comfort. 

9. If exhaustion or other conditions force the 
patient to bed, hot moist permanganate or Thiersch 
solution dressings, kept sopping-wet and hot, are 
of benefit. 

10. Forced fluids by mouth, vein, rectum, etc., 
and attention to the necessary heart therapeusis, 
is always in order. 

11. Hot sitz baths, when ambulatory, stimulates 
healing, as does ultra-violet light therapy. 

I now present for your consideration an analy- 
sis of one hundred cases, with the following data: 
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SUMMARY 


1. After the age of forty years the mortality 
rate is unbelievably high. 

2. Duration of the disease is a very important 
factor in determining prognosis. The longer in 
effect the more virulent the infection, the less 
chance for recovery. 

3. Cystotomy, with incision and drainage, seems 
to be the operation of choice and offers the lowest 
mortality rate. 

4. Bisection of the scrotum seems in some way 
to detract from chance of recovery, and to add to 


the mortality rate unless accompanied by other 
incisional drainage. 

5. Every patient with stricture should be taught 
to return for sounds; and if he does not do so 
of his own accord, if it were legally possible, a 


bench warrant should be issued to bring him in at 
intervals. 


6. Every case of extravasation in a teaching 
hospital should be demonstrated to all internes in 
a group, so that they would have a better under- 
standing of these cases, not only to diagnose and 
treat the same, but act to prevent them. 

7. Cause of death in order named were septic 
toxemia, pyelonephritis, cardiac failure; and most 
all cases were accompanied by degeneration of 
kidneys, liver, and spleen. 

8. Periurethral, scrotal, penile, abdominal, phleg- 
monous processes may occur without urinary ex- 
travasation, and may be entirely bacterial with 
exudate. 

527 West Seventh Street. 


DISCUSSION 


GrorcE F. Scuenck, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—Urinary extravasation is too often over- 
looked, neglected, or its seriousness not appreciated; and 
for that reason unnecessary delays and inappropriate treat- 
ments are instituted. The condition always demands im- 
mediate and radical surgery. The surgery must accom- 
plish, viz., (1) diversion of the stream of urine, and (2) 
adequate drainage of the involved tissues. 

The operation should be done quickly and with the mini- 
mum amount of shock because of the patient’s general 
septic and, in many instances, uremic condition. It is usu- 
ally a poor policy to instrument the urethra at the time 
of the initial operation. 

The advantage of a suprapubic cystotomy is that it 
simplifies subsequent dilatations of the urethra. However, 
I see no reason for the drainage to be superior to that 
obtained via a perineal cystotomy, and the operative shock 
is less with the latter. A perineal cystotomy is preferable 
in selected cases. It is the only way to control hemor- 
rhage cases of traumatic rupture of the deep urethra. 

Personally, I bisect the scrotum in all cases in which 
the scrotum is involved. The advantage is that it permits 
the connecting of all incisions made in the perineum, 
ischiorectal fossa, penis, groins and prevesical area. It 
minimizes the gangrenous sluff that is most prevalent 
within the scrotum. There is no reason for it to increase 
mortality. However, bisection of the scrotum is by no 
means a complete operation for urinary extravasation. 


% 


A. A. Kutrzmann, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—Doctor Negley’s concise and comprehen- 
sive discussion on urinary extravasation is timely; timely 
because it falls only to such individuals who have the 
opportunity of working on a large county hospital uro- 
logic service to acquire the necessary experience to diag- 
nose and properly treat this condition. It appears to be 
a condition more often found in the lower strata of our 
social order. Many urologists of extensive experience in 
private practice, seeing very little if any of this type of 
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pathology, often treat urinary extravasation with insufh- 
cient boldness. I can only further emphasize the various 
important points in the paper. The necessity for an early 
accurate diagnosis is most important, since delay directly 
increases the mortality. Witness the figures in Table 2 
where, from the third day on, the mortality ranges from 
65 to 100 per cent. Even early diagnosis may still carry 
a 20 to 25 per cent mortality in the hands of able uro- 
logical surgeons. A familiarity with the areas extrava- 
sated, as well as the pelvic fascias controlling the spread 
of such extravasations, will aid the surgeon in localizing 
the site of rupture. The extravasation, and not its under- 
lying causes (such as urethral stricture, etc.), must then 
be treated at the moment. The draining of the bladder 
by cystotomy, and multiple wide incisions of all extrava- 
sated or suspiciously extravasated areas is paramount. 
The latter is most important, for it is here that the sur- 
geon with insufficient experience is apt to be too conserva- 
tive. If you have a patient with a wide extravasation, 
be bold and drain most extensively every part of even 
suspicious appearing areas. I have always made it a point 
that when I thought that the case had been sufficiently 
incised, to continue a bit more. It is better to overdrain 
(if such is possible in some of these cases) than to see 
your patient die of a progressive toxemia, or to later 
remove additional areas of necrotic tissue. Of course, 
cases of localized extravasation, occurring between the 
layers of the pelvic fascia and confining itself to the scro- 
tum, need only have scrotal drainage; but all others must 
necessarily be more extensive if you would save your 
patient. Urinary extravasation cannot and must never be 
treated conservatively. As Doctor Negley has shown in 
Table 4, all such patients will die if not drained surgically. 

Many of these patients, extravasated over a period of 
several days, will be brought in moribund and nothing 
can save them; others treated in a bold manner will 
make a dramatic recovery, and later advance to a point 
where the underlying cause of the extravasation may be 
corrected. 

In conclusion, let me stress: (1) early correct diag- 
nosis, (2) extensive and thorough incisional drainage of 
extravasated areas in conjunction with cystotomy, and 
(3) correction of the underlying cause of the extravasa- 
tion in the latter or convalescent stages of your patient. 


% 


H. C. Bumpus, Jr., M. D. (112 North Madison Avenue, 
Pasadena) .—Intelligent treatment of urinary extravasa- 
tion, following urethral stricture, demands a familiarity 
by the operator with the fascial planes of the perineum 
and genitals; for, as the authors have stated, these planes 
control the advancement of urine escaping from the 
urethra. 


Interesting enough, the principal fascias involved still 
carry the names of their first describers. Buch’s fascia 
is named for Gordon Buch of the New York Hospital 
who, in 1848, described the extension of the suspensory 
ligament of the penis which encloses the penile structures 
after it fuses with the triangular ligament, and so deter- 
mines the course of urine escaping from the anterior 
urethra. Some thirty-seven years prior to Buch’s obser- 
vations, an Irish surgeon, Abraham Colles, had observed 
that rupture of the posterior urethra was followed by 
perineal swelling that spread to the scrotum and later to 
the pubis, while rupture of the deep urethra resulted in 
abscess formation that pointed in the ischiorectal fossa. 
He then described what has since been known as Colles’s 
fascia, which, by its density and attachments, definitely 
limits the extravasation of urine. 


The essayists rightly emphasize the importance of early 
and extensive interference if success is to be expected, and 
I can but stress the point that, in cases such as they de- 
scribe, a period of observation has no place. I think it 
should also be emphasized that stricture in itself is seldom 
the cause of urinary extravasation. It must be compli- 
cated, as in the typical case they refer to, by trauma or 
infection before extravasation will occur. In fact, it seems 
very doubtful if true extravasation of urine ever occurs 
except following trauma. The so-called urinary extrava- 
sation associated with stricture is much better termed 
peri-urethral gangrene, and by thus emphasizing its in- 
fectious etiology the hazards incident to neglect of stric- 
tures of the urethra are made more apparent. 
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SARCOID* 


By Freperick G. Novy, Jr., M.D. 
Oakland 
Discussion by Kendal Frost, M.D., Los Angeles; Nel- 


son S. Keeler, M.D., Oakland; Stuart C. Way, M.D., 
San Francisco. 


HE recent observation of a patient with sar- 

coid having an unusual nasal involvement has 
prompted this short review of the subject and 
the report of the case. Sarcoids are best con- 
sidered along with other unusual forms of tuber- 
culosis. While there is by no means complete 
accord among dermatologists as to the classifica- 
tion of cutaneous tuberculosis, there are in the 
main three groups: 


RELATION OF SARCOID TO OTHER FORMS OF 
TUBERCULOSIS 


1. True Tuberculosis of the Skin.—In this group 
there are two subdivisions: The first is the exoge- 
nous type, a direct implantation of the tubercle 
bacillus into the skin, as exemplified by the ana- 
tomical tubercle or tuberculosis verrucosa cutis. 
The second is the endogenous type, in which the 
infection is carried to the skin by the blood stream, 
or direct extension from some deeper tuberculous 
process, as bone, lymph gland, or excretions from 
the lungs or gastro-intestinal tract. Examples of 
this group are: lupus vulgaris, scrofuloderma, and 
tuberculosis cutis orificialis. 

2. Tuberculids——These, because of the associa- 
tion with tuberculosis elsewhere in the body, and 
their histology, are considered to be due to toxic 
products of the infection. The most important 
in this group are lichen scrofulosorum, papulo- 
necrotic tuberculids, and erythema induratum of 
Bazin. 

3. Sarcoids.—This includes multiple benign sar- 
coid (lupoid) of Boeck, sarcoid of Darier-Roussy, 
lupus pernio, and others which questionably be- 
long here. 


RECENT LITERATURE ON SARCOIDS 


In recent years the subject of sarcoids has 
been extensively reviewed by many authors, and 
the interested reader is referred to such excellent 
articles as those of Goeckerman,! Sulzberger,’ 
Nomland,* and the recent symposium in France 
on sarcoids.* 


DARIER’S FOUR GROUP CLASSIFICATION 


Since the first description of this group by 
Boeck,’ other conditions have been included. Some 
of these have stood the test of time, while others 
have been added only to be again placed else- 
where. The Darier classification, which included 
four types, has been standard for a long time, and 
is still used in some texts. These four types were: 
(1) Multiple benign sarcoid (Boeck) ; (2) subcu- 
taneous sarcoid (Darier-Roussy); (3) sarcoid 
nodularis of the extremities; and (4) sarcoid of 
Spiegler-Fendt. 


* From the Division of Dermatology, Alameda County 
Clinic, Oakland, California. 


Read before the Dermatology and Syphilology Section 


of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 











Fig. 1 Fig. 2 
Fig. 1.—Superficial sarcoids on the right arm. 
Fig. 2.—Sarcoid tumor between the fourth and fifth meta- 





carpals of the right hand. 


In a recent communication, Darier® no longer 
includes these last two types. Sarcoid nodularis 
of the extremities is now thought to be only a 
form of erythema induratum of Bazin, and so 
should be placed with it in the group of tuber- 
culids. 

OTHER TYPES 


Sarcoid of Spiegler-Fendt is a rare neoplastic 
condition of low malignancy belonging to the 
group of lymphoblastomas, as has been shown by 
Sweitzer* and Lewis.§ Clinically, however, there 
is a close resemblance. The term sarcoid for this 
condition, because of the confusion, should be 
discarded, and its other term, sarcomatosis cutis, 
should be employed. 


The difference between the first two types— 
that of Boeck, and the subcutaneous variety of 
Darier-Roussy—is really only one of depth of 
the involvement of the skin. In the latter type, 
the nodules occur only in the corium or subcutis. 
Cases showing both types are frequently met with. 


Lupus pernio, a condition involving the ex- 
posed parts, as the fingers, ears, nose, and feet, 
with deep colored infiltrations and nodules, should 
be included, from its clinical and _ histological 
picture, in the group of sarcoids. This was the 
recent general consensus of opinion of European 
observers. 

Nodular tuberculosis of the hypoderm of Wende 
is another condition, as suggested by Goecker- 
man,’ which should not be a separate clinical 
entity, as it also has the characteristics of sarcoids. 


SARCOIDS M.\Y BE DESCRIBED UNDER ONE HEADING 


In brief, then, we may describe sarcoids under 
one heading. The eruption is made up of scattered 
papules, nodules, and occasionally plaques involv- 
ing, for the most part, the face and extremities. 
These are firm and painless, and when involving 
the epidermis have a purplish-red color. On dias- 
copic pressure many of the papules have a yellow 
hue, the so-called, “apple-jelly nodule.’ The 
deeper lesions have a tendency to follow the 
lymphatics and blood vessels. They do not ulcerate 
or break down. This is an important feature in 
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that other forms of tuberculosis have a tendency 
to do so. The eruption may appear suddenly, 
hundreds of lesions appearing in a short period 
of time, or there may be a gradual evolution, a 
few nodules developing at a time over a course 
of years. On healing, either spontaneously or 
under treatment, there is some atrophic scarring. 

Sarcoid is not merely a cutaneous disease, but 
similar nodules and tumors have been found in 
nearly every organ in the body. This fact is being 
recognized more and more, so that now nearly 
every case reported shows that more than one 
tissue has become involved. The most frequent of 
these are the lungs, bones, and mucous membranes. 

In the lungs there are rather definite discrete 
nodules, which usually involve the middle or lower 
lobes and are around the large bronchi. The x-ray 
findings are confusing with tuberculosis. The 
physical findings in the lungs are ordinarily nega- 
tive. In large series of cases reported recently, as 
for example, those of Frost,® Goeckerman,! and 
Nomland,’, the percentage of positive lung find- 
ings is fairly high. 

In the bones, which are also a site of frequent 
involvement, there are found rather marked 
changes. In many there is actual punched-out 
bony destruction and cystic changes. This is seen 
most frequently in the bones of the hands and 
feet. Doub and Menagh’® have reviewed this 
phase of the subject from the roentgenological 
viewpoint. This condition has been called osteitis 
tuberculosa multiplex cystica. 


Involvement of the mucous surfaces, such as 
the eye, tonsils, and larynx have been reported. 
The nasal mucosa, however, is the most common 
site. Allison and Mikell*! reported a case in which 
there were marked destruction and perforation of 
the septum, and a tumor mass involving the entire 
epiglottis. Lombholt’* states that nearly 60 per 
cent of the cases seen in Denmark show mucous 
membrane lesions. He describes three stages in the 
evolution of the process in the nose. First, there 
are discrete grayish nodules with an erythematous 
halo, situated usually on the inferior turbinate. 
This is similar to the condition seen in the case 
to be reported, and has not been particularly 
noted in cases described in this country. The 
second stage is that of a catarrhal condition with 
heavy crusts and erosions. The final stage is 
secondary obstructive hypertrophy of the turbi- 
nates and fibrosis. 


Enlargement of groups of lymph nodes, par- 
ticularly those draining areas in which there are 
cutaneous manifestations, has been noted. Of 
the internal organs in which sarcoids have been 
found are the pericardium, kidneys, spleen, liver, 
and central nervous system.** 


REACTION TO THE TUBERCULIN TEST 


Another finding of interest in these cases is 
that nearly all of them have a negative tuberculin 
test. Sulzberger*® believes this to be due to a 
condition of anergy in the patient, and is a differ- 
ential point between this condition and tubercu- 
lids which are hyperergic to tuberculin. Marten- 
stein and Jadassohn'* have shown that serum of 
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Fig. 3.—Early sarcoid involvement of the nose. 


patients with sarcoid, mixed with tuberculin in 
vitro, gives a negative reaction in susceptible per- 
sons. In other words, the serum contains the 
so-called anticutins which will neutralize the 
tuberculin, and does not rule out tuberculosis as 
the etiologic factor. 


MICROSCOPIC PATHOLOGY 


The microscopic pathology in well developed 
nodules of sarcoid is characteristic. In early 
lesions this is not true, in that there is a non- 
specific cellular infiltration, mostly of lymphocytes 
and a few epithelioid cells, about dilated blood 
vessels. In the well-developed nodule one sees 
sharply circumscribed tubercles, which are sepa- 
rated from one another by definite connective 
tissue septa. The tubercles themselves are com- 
posed nearly entirely of epithelioid cells, with a 
slight infiltrate of lymphocytes at the periphery 
of the nodule. They seem to arise from peri- 
vascular tissue. Giant cells are occasionally seen. 
There is never any evidence of necrosis or casea- 
tion, which is a differential point between this and 
true tuberculosis. In the skin these nodules can 
be seen in any part of the corium, usually in the 
deeper portions. Changes in the epidermis are 
secondary. 

ETIOLOGY 


The etiology of sarcoid is by no means settled, 
but today it is thought by most authors to be 
tuberculous in nature, due to an attenuated or 
bovine strain of the bacillus. This is substan- 
tiated by the many observations of tuberculosis 
elsewhere in the body at autopsy. Klauder’® re- 
ported such a case. It has been difficult to demon- 
strate the organism in material from the nodules, 
and usually animal inoculations have been nega- 
tive. However, in very early lesions, the bacilli 
have been found, as in the classical case of Kyrle 
and that of Wende,'* if we accept his case as one 
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of sarcoid. In a few instances, inoculated ani- 
mals, in this very early period, have also been 
positive for tuberculosis. 

There are, however, many who think that the 
sarcoid reaction is not typical for any specific 
disease, but can be caused by several other differ- 
ent infections, as syphilis, leprosy, and even for- 
eign bodies if the tissue reaction of the individual 
is such as to produce this type of response 
Darier® recently felt this way as to the etiology. 

A third group feel that sarcoid is a disease by 
itself, as it is a generalized reaction involving not 
only the skin, but usually other organs at the same 
time. The negative tuberculin reaction is to them 
against a tuberculous etiology, as well as the 
nearly negative results of finding the bacillus of 
tuberculosis, either directly or by animal inocula- 
tion. Another point brought out is the peculiar 
bone and lung findings. These, however, could 
well be on a tubercular basis. 

At present, the bulk of positive evidence is 
that sarcoids are a manifestation of tuberculosis. 


REPORT 





OF CASE 


Case 1—W. M., a colored school girl, age seven- 
teen, was first seen at the Oakland Health Center, 
May 22, 1934, complaining of frequent nosebleeds and 
an eruption on the arm of several months’ duration. 


In December, 1933, the patient had a “bad cold,” 
and at this time she had an infected finger which took 
some time to heal. The cold persisted, and with it she 
began to have nosebleeds and some discharge which 
formed heavy crusts. These symptoms became more 
and more noticeable, so that obstruction of the nose 
developed at times and she would have trouble breath- 
ing. This continued until the time of her first visit. 


In February, 1934, she had an infected area on the 
right leg which cleared up in about three weeks, with 
a slight scar. About the same time two small nodules 
appeared, one on the right arm, and the other on the 
chin. For some time these gradually grew larger, and 
then remained stationary. There was no pain associ- 
ated with their development, but they were somewhat 
tender to touch. After some weeks of evolution the 
involved skin took on a purplish color, and later there 
was some slight scaling. This was in March, 1934. 
Since that time there has been no change in their 
appearance. Other new lesions have developed re- 
cently. Several on the back of a similar nature, and 
others which she could feel, but which showed no 
change in the overlying skin. 


In May, 1934, a painless swelling developed in the 
right hand which gradually increased in size. At first 
there was no interference in motion, but of late there 
has been some. 


Along with the above conditions she has had some 
general malaise. From April to July there has been a 
loss of ten pounds in weight. Recently there have 
been frontal headaches, which have increased in fre- 
quency and severity. After eating she has felt dis- 
tended, and occasionally there has been vomiting. 

The past and family history were negative. There 
have been no known contacts with tuberculosis. 

Examination.— The patient was first seen in the 
otology service, and at this time she presented hyper- 
trophy of the septum and turbinates, with a purulent 
discharge. This condition did not change. - 

On July 13, 1934, she was seen in the dermatologic 
clinic and presented about twenty scattered nodules 
over the face, extremities, and trunk. These varied in 
size from about one centimeter to three centimeters in 
diameter. They were all firm and nonlobulated, and 
not tender to palpation. Most of them did not involve 
the epidermis, nor did they appear to be attached to 
it. On the outer aspect of the left arm were two 
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tumors, one above the other, which had the same con- 
sistency, but they definitely involved the overlying 
epidermis. The skin had a deep purplish hue and in 
the center part of these there was some crusting 
which, on removal, showed a serous discharge, but no 
ulceration. On diascopic pressure there was a sug- 
gestion of a yellowish nodule, but this was not defi- 
nite. The chin and back presented similar lesions. All 
of the others, as stated above, were subcutaneous. 


The right hand presented a tumor mass between 
the fourth and fifth metacarpals. This was irregular, 
slightly movable, and of a nearly bony consistency, 
and appeared to be attached to the bone. Biopsy from 
this mass was taken several months later by Dr. L. 
Barnard, who found the tumor to be attached to the 
tendon, and not to involve the bone. 


The mucous membrane of the nose presented 
marked crusting which, on removal, showed consider- 
able erythema. Scattered over the septum, lateral wall, 
and floor of the nose, there were numerous pearly dis- 
crete tumors resembling small buds of granulation 
tissue. They were about the size of a glass-headed 
pin. The rest of the pharyngeal mucous membrane 
was normal. Bronchoscopic examination showed no 
evidence of lesions in the bronchial tree. Two of these 
tumors were removed by Doctor Keeler, one for histo- 
logic study, and the other for guinea-pig inoculation. 
General examination did not reveal any other pa- 
thology. 

The routine laboratory tests of the urine and blood 
were negative, except that there was a slight second- 
ary anemia. The sputum did not show any acid-fast 
organisms. The culture from the nose did not have 
any unusual organisms. 


The guinea-pig, inoculated with one of the tumors 
from the nose, was killed and autopsied at the end of 
two months. No evidence of tuberculosis was found. 
This finding is frequently met with in cases of sar- 
coid. Only very early lesions have showed positive 
inoculations. 

Intracutaneous injections of old tuberculin were 
negative with 0.1 milligram and 1.0 milligram. 

X-ray findings of the hands and feet did not show 
changes so commonly seen in this condition. This 
was a little surprising, in that the patient had this 
hard swelling in the right hand. An x-ray of the lungs 
showed only slight bronchial thickening, and none of 
the nodules which have been noted in some of these 
cases. 

Biopsies. — A biopsy was taken from one of the 
papules on the arm and examined in the dermatology 
department of the University of California. The epi- 
dermis showed elongation of the rete pegs, and in the 
basal layers there was some intercellular edema. The 
granular layer and outer layers were normal. Through- 
out the corium there was some edema. This was par- 
ticularly noted in the papillary bodies. There was a 
slight cellular infiltration, which was made up mostly 
of lymphocytes which tended to be perivascular. Deep 
in the corium there were several well-formed tuber- 
cles. The largest of these extended down nearly to the 
fatty layer. They were made up of a dense collection 
of epithelioid cells and fibroblasts. At the periphery 
of the tubercle there were a few lymphocytes. No 
giant cells were noticed. There was no evidence of 
central necrosis. 

In the upper corium, divided by connective tissue 
septa, were several small early tubercles similar to the 
larger deeper ones. The cytoplasm of some of the epi- 
thelioid cells was stained poorly, and there was a tend- 
ency for vascuolization. 

The biopsy from the nose had a transitional type of 
epithelium, but a few goblet-cells were seen. Through- 
out the section there were several large granulomas 
which were discrete, and extended as deep as the sec- 
tion of the skin. At the margin the fibroblasts were 
greater in number and seemed to form nearly a limit- 
ing membrane. No giant cells and no necrosis were 
noticed. A number of the tubercles were rather vascu- 
lar, and large blood vessels could be noted in the cen- 
tral part. There was an infiltrate of lymphocytes 
which was confined almost entirely to the periphery, 
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but when blood vessels were present they would tend 
to follow them into the central part of the tubercle. In 
the dense tubercles this vascularization was not noted. 
Throughout the section there was some lymphocytic 
infiltration about the mucous glands. 

The section taken from the tumor of the hand pre- 
sented the same pathology as the other two biopsies. 
There was no evidence of bony involvement. 

The histopathologic diagnosis was that of sarcoid. 

_ The patient has recently completed a course of six 
injections of neoarsphenamin with no change in the 
lesions except the tumor on the hand, which has be- 
come larger. 


COMMENT 


The laboratory findings in the case herein re- 
ported are similar to those found in most cases 
of sarcoid, namely, a negative reaction to tuber- 
culin and no evidence of tuberculosis in a guinea- 
pig inoculated with one of the tumors. 


The lungs and bones, frequent sites of infec- 
tion, were free of evidence of the disease. This 
is somewhat surprising in the case of the bones of 
the right hand, as the tendon sheath between the 
fourth and fifth metacarpals was markedly in- 
volved. 


The unusual features of this case were that 
the patient presented nodules of the skin, both of 
the superficial and deep types, and similar lesions 
in the nose. While nasal involvement is by no 
means rare, the type seen in this case, of small 
discrete pearly nodules, is apparently unusual in 
this country. 

411 Thirtieth Street. 
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DISCUSSION 


KENDAL Frost, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—The group of conditions to which we give the 
name of sarcoid has interested me for a number of years. 
Doctor Novy’s presentation of the tuberculous aspect of 
the condition is so adequate that it needs no further eluci- 
dation. There is a school in Denmark, particularly, which 
believes that sarcoid (both Boeck and Darier-Roussy 
types) is due to a bacillus closely allied to the tubercle 
bacillus, and also resembling in some ways the bacillus 
of leprosy. Kissmeyer has written an excellent mono- 
graph on the subject of sarcoids in which this idea is de- 
veloped. He draws a distinct line between the tuberculids, 
including lupus pernio and the sarcoids which, according 
to their thesis, are a separate entity produced by a spe- 
cific microdrganism, responsible for the skin lesions as 
well as the bone and pulmonary and other visceral find- 
ings. Denmark is one of the localities in which there is 
relatively high incidence of the disease. In North America 
the disease is among the rarities. It seems reasonable to 
not entirely disregard this opinion coming from a locality 
in which a rich material is available. 


& 


Netson S. Keeer, M.D. (411 Thirtieth Street, Oak- 
land).—From the standpoint of the rhinologist, sarcoid 
changes in the nasal mucosa appear to be an extremely 
rare finding. This is the first case which has come under 
my observation, and numerous inquiries among others in 
the same field have failed to reveal any other experience 
with it. 

The most striking characteristic of the lesions in this 
case has been their tendency to persist without any 
change. Examination of the nose now presents the same 
picture as the original drawing, made eight months ago, 
the tumors retaining their discrete, pearly appearance, and 
remaining the same size. 

A differential diagnosis should include tuberculosis, 
glanders, leprosy, and syphilis. The former three may 
be seen in their earlier stages as granulation nodules, in 
which, of course, may be found the causative bacteria. 


& 


Stuart C. Way, M.D. (490 Post Street, San Fran- 
cisco).—Doctor Novy, in a commendable manner, has 
briefly summarized our present knowledge on the subject 
of sarcoid. This disease, common on the European conti- 
nent, is somewhat of a rarity in California. 


With due respect to the recent and accepted changes 
made in its classification, differences of opinion persist 
because of the disputed etiology. 


While many observers are in accord that sarcoid is a 
tuberculous manifestation, it seems reasonable to assume 
that its pathology, as is the case in other diseases, is 
capable of being produced by more than one bacterial 
toxin. 

Sutton’s statement that arsenic appears to be a specific 
in the Boeck and Spiegler-Fendt type of sarcoid speaks 
in behalf of its nontuberculous nature. 

Although the Spiegler-Fendt type is no longer classified 
among the sarcoids, it is probable, as Fox and Wile have 
indicated, that many cases of sarcoma of the skin sup- 
posed to have been cured by arsenic really belong to the 
sarcoid group. 


E. Hoffmann, in 1925, discussed an unusual case re- 
sembling lupus pernio, and the x-ray plates shown clearly 
demonstrated the presence of cystic degenerative changes 
in the long bones of the hand. Since that date, numerous 
cases of lupus and sarcoid have been personally examined 
for osteitis tuberculosa multiplex cystica, with negative 
findings. Therefore, the conclusions reached were that it 
is a rare complication, and not common, as Doctor Novy 
believes. 
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THE LIVER AND CARBOHYDRATE 
METABOLISM * 


By Douc tas R. Drury, M.D. 
Los Angeles 


Discussion by Alvin G. Foord, M.D., Pasadena; Fred 
H. Kruse, M.D., San Francisco. 


N the limited space of a short article, one can 

treat adequately only one or two sections of 
the large field embraced by this subject. The liver 
is the real center of carbohydrate metabolism, by 
virtue of its control of the blood sugar level. This 
“duty” alone embraces many important processes. 
We must consider, besides, the bearing of these 
processes on the other activities of the liver, and 
it is with some of these relationships that I shall 
deal here; in other words, how is the liver affected 
by its activities in carbohydrate metabolism? 


SUGAR AND FAT METABOLISMS OF THE LIVER 


The relationship of the sugar and fat metabo- 
lisms of the liver is an interesting one. When the 
liver is storing glycogen, the fat content dimin- 
ishes, as a rule, and vice versa. This reciprocal 
activity has been called the fat-glycogen antago- 
nism of the liver. There are many circumstances 
under which fat will accumulate in this organ. 

During fasting the liver becomes fatty, and 
this is very readily counteracted by sugar adminis- 
tration. In diabetes the liver fat tends to increase 
and this is prevented by increasing carbohydrate 
metabolism, often, of course, with the aid of in- 
sulin. When fat alone is fed to an animal the 
liver lipoid increases; but if carbohydrates are 
ingested at the same time the liver does not retain 
the fat which must be deposited elsewhere. Table 
1, taken from the work of Rosenfeld, clearly illus- 


TABLe 1.—Showing Results of Feeding Sesame Oil 
to Two Groups of Dogs 





Dog Group Liver Fat in Per Cent Average 
No. 1 » 36. 
13. 


9 
No. 2 15.5, 


» 26.8, 24.7 
9, 6.8, 12.9 
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trates this. It shows the results of feeding sesame 
oil to two groups of dogs. The first group received 
30 grams of oil per kilo for four days; the second 
group received, besides the same dose of oil, 8 
grams sugar per kilo. 


It is quite apparent that the added sugar pre- 
vents the deposition of fat in the second group 
of animals. 


This antagonism can be demonstrated in still 
another way. If the amount of liver tissue in an 
animal be greatly reduced by excision of a large 
part of the organ, the remaining fragment will 
become markedly infiltrated with fat. Two-thirds 
of the liver of the white rat can be removed, with 
recovery of the animal. If an ordinary diet of 

* Read before the General Medicine, General Surgery, 
Pathology and Bacteriology, and Obstetrics and Gyne- 
cology sections of the California Medical Association at 


the sixty-fourth annual session, Yosemite National Park, 
May 13-16, 1935. 








Taste 2.—Fat Influx Results When Glucose Is 
Injected 
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bread and milk be given these animals, we find the 
fat content of the surviving lobes of the liver 
greatly increased after one day, and it remains 
high for four to six days. If glucose be adminis- 
tered to the animals by adequate repeated injec- 
tions, the fat influx can be prevented. Table 2 
illustrates this action. 


This shows how reduction of the amount of 
liver tissue results in a marked influx of fat in 
the remaining part, and how this may be prevented 
by the injection of proper amounts of glucose. 
These results are of practical interest, because, 
although we do not remove large amounts of the 
liver in patients, there are many diseased condi- 
tions and toxic agents which cause a marked re- 
duction in functioning liver tissue, and we might 
well assume this tendency for fatty infiltration 
will obtain here, as in experimental animals, and 
also, that it may be combated with adequate carbo- 
hydrate administration. 


These instances indicate the effectiveness of 
sugar in controlling fat deposition by the liver. It 
might be well to indicate next the practical signifi- 
cance of this action. 


SUSCEPTIBILITY OF THE LIVER TO TOXIC AGENTS 


It is now a well established fact that an in- 
creased concentration of fat in the liver greatly 
intensifies the susceptibility of this organ to 
toxic agents. The early work of Rosenfeld, of 
Whipple, and of Graham first established this 
fact, and many experimenters since have con- 
firmed it. Agents that will cause necrosis of the 
liver cells, which contain fat, fail to do so if the 
fat has been kept out by previous carbohydrate 
administration. 


A similar action is illustrated in Table 3. This 
shows the results of an experiment on a group of 
rats that had been given a rich cream diet prior 
to removal of two-thirds of the liver. Ordinarily 
this operation has a zero mortality—that is, for 
animals that have been fed previously on a bread- 
and-milk diet. In this case four out of eleven 
animals, or 36 per cent, died during the first 
twenty-four hours after operation. It is of interest 
to note that the four that died were those having 
the highest concentrations of fat in the liver at the 
time of operation. 


One of the most noteworthy characteristics of 
the liver cell is its remarkable capacity for re- 
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TAaBLe 3.—Results on Animals When Given a Rich 
Cream Diet 
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generation. Large portions of the liver substance 
may be eliminated by experimental surgery, or by 
toxic agents with complete functional recovery in 
a few weeks. Patients who have survived a severe 
acute yellow atrophy, and have been examined 
later, have shown liver tissue normal in amount 
and quality. This characteristic of the liver can 
be quantitatively studied in the white rat. Two- 
thirds of the liver is removed surgically in a large 
number of these animals, and the rate at which 
the remaining tissue grows back can be followed 
by sacrificing groups of them after varying periods 
of recovery, and determining the number of liver 
cells in the surviving organ. The number of cells 
in a liver may be quite accurately estimated by 
counting the cuboidal-cell nuclei in small samples 
of unit volume, and multiplying this number by 
the volume of the entire liver. The liver of the 
150-gram white rat contains about 600 million 
so-called cuboidal cells. Chart 1 illustrates the rate 
at which the number of cells of the remnant is 
reestablished after removal of two-thirds of the 
organ. This chart illustrates the advantages of 
determining cell number rather than liver mass. 
The broken line indicates the weight of the sur- 
viving organ, the unbroken line the number of 
cells, all expressed in terms of percentage of the 
normal or preoperative value. From the first to 
the fourth day the weight of the organ is unduly 
high because of the influx of fat and other sub- 
stances, which do not represent functioning tissue 
but may be actually obstructive and harmful. Be- 
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Chart 1.—Rate of reéstablishment of cells in liver remnant. 
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Tas_e 4.—Effects of a High Fat Diet on Regenera- 
tive Process 








Cell 
Regenera- 
tion 
Per Cent 
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Regen- 
eration 


Diet Weight 





2 Control 
2 Fat 
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Fat 
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tween the fourth and sixth days the weight actu- 
ally diminishes due to the removal of fat. The 
number of cells, on the other hand, begins to aug- 
ment at the second day and continues to increase 
steadily, though at a diminishing rate in a curve 
that is logarithmic in character. Table 4 illustrates 
the effect of a high fat diet on this regenerative 
process. It shows also the necessity of counting 
cells rather than taking the weight of the tissue. 
The weight figures give a false impression of 
growth, since much of this increased mass is due 
to the influx of fat. The cell count, on the other 
hand, shows a definite retardation in the regenera- 
tive process—a process that is of great importance 
to the body in recovering from disease involving 
the liver. 


KETOSIS PRODUCTION BY THE LIVER 


There is still another process of the liver in 
which fat and carbohydrate are involved: that is, 
in the production of ketosis. That ketone bodies 
can be produced by the liver was first shown by 
Embden in perfusion experiments. The work of 
Chaikoff and Soskin points to the liver as the 
main site, if not the sole site of the formation of 
these substances. Essentially, their findings were 
that acetone bodies disappeared quite promptly 
from the blood and tissues of the diabetic dog, 
when the liver was removed. The kidneys had 
been excised to prevent loss through them. Some 
recent work in our laboratory has lent support to 
their conclusions. A human subject was placed 
on a ketogenic diet, which was kept rigidly con- 
stant for three weeks. Thus with the caloric in- 
take steady, the metabolism was varied from day 
to day by varying the amount of exercise carried 
out by the subject. From Table 5 we can see that 
the output of ketone bodies is not increased on 
the exercise days. The highest ketone excretion 
actually occurred on a day when the subject re- 
mained in bed for the entire twenty-four hours. 
The concentration of ketone bodies in the blood 
was a maximum on this day. The source of energy 
for the muscles during these exercise days must 
have been predominantly fat, since that was the 
character of the diet throughout. This increased 
metabolism of fat by the muscles does not increase 
the ketone body production. This fits in with the 
conclusion of Chaikoff and Soskin, that appear- 
ance of ketone bodies in excessive amounts in 
tissue fluids is due to increased rate of production 
by the liver. This activity of the liver is very 
definitely influenced by carbohydrate metabolism 
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of the individual. Increased utilization of sugar 
by the subject leads very promptly to a diminished 
production of ketone bodies by the liver. Insulin 
may be an important intermediary agent in this 
process. Here again we have a very definite reason 
for the administration of carbohydrates, possibly 
in some cases with the addition of insulin, to cases 
that might be threatened with ketosis and its bane- 
ful results—acidosis and dehydration. 
University of Southern California. 


DISCUSSION 


Atvin G. Foorp, M. D. (Pasadena Hospital, Pasa- 
dena).—Doctor Drury’s interesting findings concern- 
ing the reciprocal deposition of fat and glycogen in the 
liver should be of considerable clinical importance. 
Several years ago, for instance, Le Count published 
reports of a series of patients having chronic alcohol- 
ism, who died suddenly with symptoms and labora- 
tory findings of marked hypoglycemia, and in whom at 
postmortem the only important finding was a marked 
fatty infiltration of the liver. He believed that the 
disturbance in sugar metabolism was due to the pro- 
found filling of the liver cells with fat to such an 
extent that they were not able to convert glucose into 
glycogen and maintain the normal blood-sugar level. 
The view by some that the alcoholic tremor and the 
profuse sweating of advanced alcoholism are due to 
hypoglycemia is strengthened by Le Count’s obser- 
vations, and also by the present studies of Doctor 
Drury. Thorough blood chemical studies should be 
made on this group of patients in the light of known 
facts, and also postmortem studies of the liver to de- 
termine the role played by fat in the liver of these 
patients. 


ae 


we 


Frep H. Kruse, M.D. (384 Post Street, San Fran- 
cisco).—Clinicians have realized for many years the 
importance of the liver as a storehouse for glycogen 
which, in turn, maintains the proper blood-sugar levels. 
They have also known that the glycogen store is de- 
pleted in obstructive jaundice and other disorders of 
the liver and, in the last several years, the feeding of 
sugars and other carbohydrates, and the intravenous 
administration of glucose have become a recognized 
procedure preliminary to all biliary-tract surgery and 
the chief therapeutic aid in the treatment of the cir- 
rhoses and degenerative changes in the hepatic paren- 
chyma. It has also been generally recognized that in 
obstructive jaundice especially, and presumably in the 
more diffuse changes of toxic and degenerative hepati- 
tis, the protein metabolism of the liver has become 
deficient, so that a low protein intake must be assured 
to prevent ascites and edema. 

As demonstrated so clearly in the experiments of 
Doctor Drury, the relationship of the sugar and fat 
metabolism of the liver, and that injurious fat accumu- 
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lations develop as the glycogen content lessens, has not 
been widely known. The appreciation of this reciprocal 
activity, the fat-glycogen antagonism, is evidently of the 
utmost importance for practical therapeutic purposes, not 
only in the treatment of diabetes, ketogenic and acidosis 
states, acute diarrheic and depleting gastro-intestinal up- 
sets, but also in the essential liver disorders mentioned 
above. 

Heretofore, in biliary diseases associated with jaun- 
dice, the clinician has usually prescribed a fat-free diet 
because the absence of bile in the duodenum has pre- 
vented the proper emulsification or saponification of 
fats with consequent intestinal derangements. 

Apparently much is yet to be learned of the lipoid 
metabolism of the liver. In obstructive jaundice there 
is usually hypercholesteremia, which roughly parallels 
the degree of obstruction and bilirubinemia. In cases 
of degenerative diseases of the liver, the greater the 
damage to the liver the greater the hypocholesteremia 
which accompanies the hyperbilirubinemia. 

It is also known that marked thyrotoxicosis pro- 
duces extensive hepatic necrosis, and it also produces 
hepatic glycopenia. As already stated by Doctor 
Drury, livers with low glycogen content have an in- 
creased susceptibility to injury, and they also accumu- 
late fat, 

It would appear, therefore, that the amount of fat 
ingestion by the alimentary canal, if it can be ade- 
quately handled by the gastro-intestinal tract, is not 
of such primary importance in the effect on the liver 
if there is an adequate carbohydrate intake which in- 
sures repletion of the liver glycogen. 

The same accumulation of fat in the liver may take 
place by robbing the tissue stores even on a fat-free 
diet, due to the general metabolic disturbance, unless 
prevented by the provision of more liver glycogen. 

It may be pertinent to mention here, also, that con- 
ditions which produce anoxemia—such as congestive 
heart failure, pulmonary infarcts, severe anemia, pulmo- 
nary consolidation (lobar pneumonia), and other con- 
ditions—produce liver damage by lowering the gly- 
cogen stores and increasing the fat accumulations, and 
require increased carbohydrate therapy. 


CAUDAL AND TRANSSACRAL ANESTHESIA* 


By Crark M. Jounson, M.D. 
San Francisco 


Discussion by Frank Hinman, M.D., San Francisco; 
A. M. Meads, M.D., Oakland; Charles F. McCuskey, 
M.D., Los Angeles. 


HE purpose of this discussion is to remind 

anesthetists and surgeons of some of the ad- 
vantages of regional anesthesia in general by re- 
stating our experience with one type, namely, 
caudal and transsacral block. Any of the desired 
spinal nerves may be reached by paravertebral, 
cervical, dorsal, lumbar, or transsacral and caudal 
injections. Although the latter is the only type 
with which I have had experience, the indications 
and advantages are comparable in all types of 
regional anesthesia once the technique is mastered, 
and its limitations are understood by the surgeon. 
There are three reasons why regional anesthesia 
has been so little used on the Pacific Coast. First, 
most surgeons are satisfied with the great ad- 
vances made in general anesthesia, and with the 
occasional use of spinal anesthesia. Second, few 
anesthetists have troubled themselves to master 
the rather simple technique, and hence it has not 
been available. Third, some anesthetists and sur- 


“oa Read before the Anesthesiology Section of the Cali- 
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geons are unaware of the advantages of regional 
anesthesia in certain cases. No surgeon of wide 
experience limits himself to the use of any one 
anesthetic. He realizes that the anesthetic must be 
fitted to the patient, not the patient to the an- 
esthetic. The wider his experience and that of his 
anesthetist, the more varied will be his selection. 
Many surgeons have recognized the advantages 
of regional anesthesia in certain cases, and have 
given the injections themselves with excellent re- 
sults. Others have started and then abandoned 
the method because it is a rather fussy and time- 
consuming procedure. Although we have persisted 
in giving our own transsacral and caudal blocks 
for ten years, we recognize that it is primarily the 
anesthetist’s work. It requires the presence of an 
anesthetist during the operation to watch the pa- 
tient, and to give additional anesthesia if required. 
For the method to be successful, it requires close 
cooperation with the surgeon who must under- 
stand the advantages as well as the limitations. 
The anesthetist must also know beforehand the 
type and extent of the operation which is to be 
performed. 
REGIONAL ANESTHESIA 


The perfect anesthetic for all patients and for 
all operations, and one which does not affect any 
of the vital processes, which can be used with 
equal impunity in the infant, the robust youth, 
the ancient and feeble arteriosclerotic person, the 
septic patient or the one in shock, has not yet been 
discovered. Until we have such an anesthetic avail- 
able, I am convinced that regional anesthesia is 
definitely indicated in certain cases. This opinion 
is based upon the use of caudal and transsacral 
anesthesia for over nine hundred urologic pro- 
cedures (Table 1) on the urologic service at the 
University of California. 


CONFUSION IN TERMINOLOGY 


Considerable confusion exists in the termi- 
nology. Caudal block (incorrectly called sacral) 
consists merely in inserting a needle through the 
sacral hiatus into the sacral canal, and there de- 


Tasle 1.—Caudal and Transsacral 
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Dural sac 


Saceal ecest 


Fig. 1.—Shows the insertion of needle through the sacral 
hiatus and advanced into the sacral canal where 30 c.c. 


na is deposited for caudal block. (After Labat, 


positing the anesthetic solution (Fig. 1). This 
reaches the third, fourth and fifth sacral nerves 
and the coccygeal plexus. Transsacral block is per- 
formed by inserting a needle through each of the 
sacral foramina on both sides and depositing the 
solution directly about the nerves (Fig. 2). When 
this is done it is usually accompanied by a caudal 
block, which insures prolonged and complete an- 
esthesia of all five sacral nerves and the coccygeal 
plexus. 
CAUDAL BLOCK 


Caudal block alone is ideal for the following 
procedures: (1) Cystoscopic manipulations in 
badly inflamed (tuberculous especially) or con- 
tracted bladders, fulguration of tumors or ulcers 
of the bladder, crushing and removing stones. 
(2) Catheters or other instruments can often be 
passed after caudal anesthesia in difficult cases 
when such passage has been impossible before an- 
esthesia. Many patients with acute retention have 
been spared a cystotomy in this manner. (3) In- 
cisions in the male or female perineum are pain- 
lessly made, and hemorrhoidectomy can be per- 
formed. (4) Lastly—and most important at the 
present, especially from the urologist’s stand- 
point—caudal block is ideal for transurethral re- 
section. It has many advantages in this procedure. 
There is no straining, there is good relaxation, 
there is less troublesome bleeding, and the anes- 
thesia lasts at least one hour, and usually an hour 
and a half. The electric spark may be used with- 
out fear of explosion. There is also this advan- 
tage: under caudal anesthesia, overdistention of 
the bladder is painful. This fact serves to prevent 
some of the accidents that occur under general 
anesthesia. 


COMBINATION OF CAUDAL 
SACRAL BLOCK 


AND TRANS- 


A combination of caudal and transsacral block 
gives a more extensive anesthesia, permitting peri- 
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neal prostatectomy, and extensive operations on 
the lower rectum, female perineum, vagina, and 
cervix. 

Advantages. — Some of the advantages have 
been mentioned. I can best sum them all up by 
saying, first, that we have used this method 
over nine hundred cases and have never had 
death attributable in any way to the anesthetic, 
and second, that over three hundred of these in- 
jections were for perineal prostatectomies. Per- 
haps the last statement should be amplified. Where 
can you find a group of patients who are older, 
more feeble, more arteriosclerotic, who have 
poorer hearts and kidneys than a group of patients 
with prostatism? It has rarely been necessary to 
refuse to operate on any patient, clinic or pri- 
vate, regardless of cardiac or other complications, 
such confidence have we developed in this anes- 
thesia for perineal prostatectomy. The reasons 
are obvious. There is little or no change in blood 
pressure, no nausea or vomiting, no inhibition of 
kidney function; there is good relaxation and pro- 
longed anesthesia (from one and one-half to two 
hours usually) which permits of good exposure 
and plenty of time when necessary to secure per- 
fect hemostasis. There is no postoperative head- 
ache or nausea, and patients can be given fluids 
freely by mouth. I am conscious of the fact that 
there are many who believe that a low spinal block 
is easier and gives equally good results. That it 
is easier, I agree. It has not been our experience 
that it is equally safe for all patients. For the 
patient who is an average or even fair risk, spinal 
block is perhaps as satisfactory as regional an- 
esthesia, but not for the very aged and those who 
are poor risks, especially those with marked myo- 
cardial damage. Because it is so benign for such 
patients, we feel that it is advantageous for those 
who are in fair or even very good condition. We 
reserve spinal anesthesia for use in radical- pros- 
tatectomy, for carcinoma, and for surgery on 
the bladder and lower ureters. These conclusions 
were reached after a fair trial of spinal anesthesia 
in over two hundred cases. 





Fig. 2—Sagittal section of sacrum showing the location 
of the sacral foramina and the direction in which the 
needles are advanced to reach the sacral nerves in trans- 
sacral block. (After Labat, 1924.) 
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Disadvantages.—The so-called nervous patient 
who cannot be operated upon when awake ex- 
ists chiefly in the minds of the patients and phy- 
sicians themselves. The patient who has confidence 
enough in a surgeon to be operated upon, if prop- 
erly approached, will allow him to select the an- 
esthetic. This requires, however, the confidence 
of the surgeon and the anesthetist in the method. 
That it is sometimes a fussy, time-consuming 
method, is admitted. If, however, it is safer, this 
objection should not be considered. 

Failures ——The possibility of failure to obtain 
anesthesia is a disadvantage. Failures are caused 
either by faulty technique, or poor cooperation 
and roughness, or a more extensive operation than 
was planned by the surgeon. In our first series 
of 270 cases, reported in 1929,' there were eight 
partial failures, three requiring other anesthesia, 
and one complete failure. Our percentage has 
been about the same since. In several instances, 
abnormalities or pathologic changes in the sacrum 
have made the injection impossible. 

Reactions.—Though reactions from procain are 
not common, they do occur and, while they may 
be startling for a few moments, none has proved 
fatal. Most reactions can be prevented. The use 
of sodium luminal and caffein intravenously has 
proved the best restorative in our hands. In ad- 
dition, the head should be lowered. 


TECHNIQUE 


It would be superfluous to attempt to give in 
detail the mechanical technique, as it was well de- 
scribed years ago. We have followed closely the 
technique of Gaston Labat,? with minor changes. 
Although any form of nerve block is relatively 
simple, it requires a definite understanding of the 
anatomy involved, especially the landmarks used 
to reach the desired nerves as well as the anes- 
thesia that will result. With this knowledge and 
a few trial injections on a cadaver, using methy- 
lene blue so that subsequent dissection will show 
any errors, the technique is readily acquired. Hit 
or miss injections are doomed to failure in the 
majority of cases. Experience has taught us that 
certain details are as important as the technique 
of injection itself. 

The following routine is used: 

1. The patient may have fluids until one-half 
hour before the injection. Breakfast is not with- 
held except for major surgical procedures (pros- 
tatectomy ). 

2. Barbital, grains 10, is given the night before 
and again the morning of the operation. Most of 
the barbiturates in equivalent doses are satisfac- 
tory. Barbiturates are essential to prevent re- 
actions and are helpful in calming the patient. 
A small dose of morphin also may be given before 
major surgical procedures. Scopolamin has been 
extremely unsatisfactory in our experience and, 
in fact, is definitely contraindicated. 

3. Needles must be sharp and straight, and 
should be handled gently. No injections should 
be made without first aspirating and, if blood is 
withdrawn, the needle must either be removed and 
replaced or moved far enough so that there is no 
more bleeding before injecting. 
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4. Thirty cubic centimeters of fresh, sterile 
solution of procain (two per cent) is injected into 
the sacral canal when the caudal block is done 
alone. For the combined caudal and transsacral 
block, 30 cubic centimeters of one per cent solu- 
tion of procain is put in the sacral canal and 10, 8, 
6 and 4 cubic centimeters, respectively, in the first, 
second, third, and fourth sacral foramina. One 
hundred cubic centimeters of one per cent solu- 
tion is the maximum that should ever be used, 
and the amount should be decreased, according 
to the weight, age, and general condition of the 
patient. 

5. Twenty minutes should elapse after simple 
caudal injection before starting the operation. 
When the transsacral block is used, anesthesia will 
be complete, as a rule, as soon as all of the for- 
amina have been injected. 

6. The anesthesia should be tested by pinching 
the perineum with a small hemostat without warn- 
ing the patient, but simply watching his facial 
expression. The patient should never be asked 
“does this hurt?” It puts him on edge and makes 
him feel that the surgeon is not sure that he will 
not be hurt when the operation begins. I have 
never known a patient to remain silent if the an- 
esthesia were poor. 

7. The patient should be kept flat, or in a slight 
Trendelenburg position for four hours after trans- 
sacral block. 

CONCLUSIONS 


1. Our experience with caudal and transsacral 
anesthesia has led us to believe that this method, 
as well as other methods of regional anesthesia, 
is not only suitable for many surgical procedures 
but definitely indicated for patients who are bad 
risks. 

2. These methods would be in more general 
use, and the results would be better if these in- 
jections for regional anesthesia were done by 
anesthetists who would take the pains to become 
proficient in the technique. 

384 Post Street. 
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DISCUSSION 


Frank Hinman, M.D. (603 Fitzhugh Building, San 
Francisco).—The discussion by Doctor Johnson of caudal 
and transsacral anesthesia is very good, and I agree with 
him fully as to the indications of use of these methods of 
anesthesia. 

Nearly all my recent anesthetics in private practice 
have been given by Doctor Johnson. There has been 
practically 100 per cent success of the anesthesia when 
the transsacral method has been used, but there have been 
a number of failures with simple caudal anesthesia; so 
much so that I am inclined to discard its use altogether. 
It is a great disappointment to both the patient and sur- 
geon to find, after caudal needling, that no anesthesia has 
been obtained. 

This is the sole objection to caudal anesthesia. If it 
always worked, it would be the ideal anesthetic for con- 
ditions mentioned by Doctor Johnson. In cases of peri- 
neal operations which require an hour or longer, the 
transsacral anesthetic, as a rule, wears off, so that it 
needs to be reinforced with gas and oxygen. There is, of 
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course, no real objection to this, because a minimum oi 
gas and oxygen may be used. Recently, the use of pro- 
cain and nupracain has secured a much longer anesthesia 
than procain alone. 

Transsacral anesthesia is the ideal one for perineal 
prostatectomy. 


ao) 


we 


A. M. Means, M.D. (251 Moss Avenue, Oakland.— 
Doctor Johnson’s paper on caudal and transsacral an- 
esthesia gives us an excellent review of the subject, and 
of his personal experience. There is no doubt that this 
type of anesthetic, from the urologic point of view, can 
be most satisfactory where surgery of the bladder and of 
the prostate are concerned. However, there are certain 
drawbacks in its practical application which have made 
me, although once enthusiastic about it, rarely use it now. 


Some years ago, on visiting the Mayo Clinic, I found 
that practically all operations on the lower urinary tract 
were carried out under: caudal and transsacral anesthesia, 
the anesthetic being administered by a trained anesthetist 
with about 20 per cent failures. A year ago, however, on 
visiting the Mayo Clinic again, I found that on the uro- 
logical service caudal and transsacral anesthesia had been 
entirely replaced by spinal anesthesia; not because the 
former was not satisfactory, but because spinal anesthesia 
gave equally good results, with no more mortality or 
severe reactions. Furthermore, the percentage of failures 
from spinal anesthesia was decidedly less than that with 
the caudal and transsacral anesthesia, and the area anes- 
thetized was so much greater that the use of local an- 
esthesia in the suprapubic area was unnecessary. 


My personal experience with this type of anesthesia 
began some years ago, and my results in the first few 
instances were so satisfactory that I grew enthusiastic. 
Then one of my cases developed a convulsion on the table 
during the injection of the novocain solution into the 
sacral canal, causing me considerable anxiety. Later we 
had failures in several of our private cases, which were 
extremely annoying both to the patients and to me. We 
also found the technique difficult and time-consuming, as 
we had no anesthetist trained in this method. 


On taking up spinal anesthesia again, we found that we 
saved much time thereby, had far fewer failures, and no 
more serious reactions than when we were using caudal 
and transsacral anesthesia. 


Caudal and transsacral anesthesia will probably never 
be popular except in institutions where trained anesthe- 
tists can administer it and have the patient ready for the 
operator at a given time. However, as Doctor Johnson 
has said, when once administered properly, there is no 
better anesthetic in selected cases. 


% 


Cuartes F. McCuskey, M. D. (2439 North Common- 
wealth Avenue, Los Angeles).— The factors influencing 
the selection of an anesthetic agent or method vary ac- 
cording to the individual patient and surrounding circum- 
stances. Too frequently the ultimate selection is determined 
by the inability of the attending anesthetist to produce 
satisfactory anesthesia of the type indicated. When a sur- 
geon or anesthetist allows this situation to arise, they are 
relegating the welfare of the patient to a position of 
minor importance. The type of anesthetic used on each 
case should be given the same consideration as the type 
of operation contemplated, taking into consideration at all 
times the patient’s comfort and safety during and after 
the surgical procedure. 

The success of regional anesthetic procedures is de- 
pendent upon the skill of the anesthetist in producing 
anesthesia with a minimal amount of pain. Unlike general 
anesthesia, the patient is capable of judging the success 
or failure of the procedure. When the site of operation is 
limited to the area inervated by the sacral nerves, it is 
very unusual to find a patient postoperatively who has 
not been pleased with the anesthetic procedure. In a 
series of over eight thousand operations performed under 
caudal and transsacral block anesthesia administered by 
my associates or myself, approximately 95 per cent had 
satisfactory anesthesia. For operations on the rectum, 
excluding posterior resections, better than 99 per cent 
successful anesthesia can be obtained. 
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Untoward reactions to procain may be due to an intra- 
venous injection or to a rapid absorption of the solution. 
An intravenous injection, of procain is characterized by 
temporary loss of consciousness, with or without con- 
vulsions, respiratory depression or paralysis, and slowing 
of the pulse rate to forty or less beats per minute, the 
degree of these symptoms depending on the amount of 
solution injected. 

Symptoms due to rapid absorption of the procain come 
on slowly and are characterized by pallor, nausea with or 
without vomiting, slowing of the pulse rate, and the usual 
appearance of shock. 

The administration of oxygen and carbon dioxid is 
usually sufficient to overcome these symptoms. If suffi- 
cient procain has been injected to paralyze respiration, 
this must be done promptly by artificial respiration until 
normal respiration is restored. Procain is broken down 
in the liver to one of the acids of the paramino group and 
then eliminated through the kidneys. For the milder type 
of reaction, the administration of caffein sodium benzoate 
or adrenalin may be sufficient. Severe untoward reactions 
are very uncommon and the milder type occur in less than 
0.5 per cent. 


RUPTURED APPENDIX IN CHILDREN: 
ITS MANAGEMENT* 


By Conrap J. BAUMGARTNER, M.D. 
Los Angeles 


Discussion by William J. Norris, M.D., Los Angeles; 
Esra S. Fish, M.D., Beverly Hills; George Thomason, 
M.D., Los Angeles. 


"THE subject of appendicitis, though admittedly 

well worn, continues to present many serious 
and important features ; particularly so when deal- 
ing with children. It is obvious that the public 
at large, and physicians to no small degree, are 
as yet not aware of the possible seriousness of 
the average so-called “stomach ache” in children. 
In a recent series of one hundred consecutive 
operated cases of appendicitis in children, occur- 
ring at the Children’s Hospital, we find an appal- 
ling number ruptured, namely, 55 per cent, eight of 
whom had a generalized peritonitis which proved 
fatal in five. The explanation lies simply in the 
failure of parents and, at times, physicians to ap- 
preciate early the danger that might exist in the 
simple complaint of the child, of “pain in the 
abdomen.” 

In the series mentioned twenty-five, or almost 
half, were not admitted to the hospital until after 
the fourth day, and only three came in within 
the first twenty-four-hour period; while of the 
thirty-six acute cases that had not gone on to rup- 
ture, twenty-one, or 60 per cent, came into the 
hospital within twenty-four hours after onset of 
symptoms, and only four later than four days. 
The younger the child the less likely will its ab- 
dominal pain receive early serious consideration. 
In the nonperforated acute group, the average age 
was nine years and the youngest child five, while 
in the perforated cases the average was six with 
twenty-five children Jess than five years of age. 
The not infrequent association of sore throat, 
nasal colds, and middle-ear infection with the 
onset may further lead to a mistaken diagnosis 
and delay, and physics continue to be given in 
most cases. In this series nine children had a 

* Read before the General Surgery Section of the Cali- 


fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13-16, 1935. 
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severe cold or sore throat at the onset, one had 
an otitis media, one had pneumonia, and another 
had an empyema; and at least twenty-nine had 
been given physics. The presenting complaints 
were quite varied. Some 76 per cent complained 
simply of pain in the abdomen, while in the re- 
maining number the complaints were scattered 
among the following: fever, sore throat, sick, pain 
in the navel, and vomiting; and in only 12 per 
cent was the presenting complaint “pain in the 
right side.” 
PHYSICAL FINDINGS 


As to the physical findings : localized tenderness 
and rigidity occurred in 80 per cent, with some 
generalized tenderness in 50 per cent, generalized 
abdominal distention in 25 per cent, and a palpa- 
ble mass in about 25 per cent. Acutely inflamed 
throats were present in six (10 per cent), two 
had signs of pneumonia, and one an empyema. 
The average white count was 20,432, as compared 
with an average count of 16,692 in the acute ap- 
pendix. The urines of only nine were negative 
throughout; twenty-two had an occasional pus 
cell; three had numerous pus cells; eight had an 
occasional red and pus cell; albumin was present 
in four, and acetone almost without exception. 
These findings, as given, obviously have nothing 
to do with the management of the ruptured case. 
I am merely pointing them out to show the various 
pitfalls that allow such a high proportion of chil- 
dren to go on to rupture. 


OPERATIVE PROCEDURES 


Notwithstanding that there had been serious 
delay in bringing the children to the hospital, the 
interval from admission to operation was only an 
average of six hours. Although I believe it is quite 
universally agreed that operation should be de- 
layed until localization has taken place in an obvi- 
ously spreading generalized peritonitis, yet one 
should weigh he avily the possibility of a localized 
lesion becoming generalized while procrastinating. 

The type of incision in this group was about 
equally divided between the classical McBurney 
incision and some type of right rectus incision. 
Though the duration of stay in the hospital was 
somewhat less in the former, it is quite evident 
that in the right rectus group we were dealing 
with children seriously ill, and with a greater 
percentage having a generalized infection. Mc- 
Burney’s incision is, however, to be preferred in 
cases of well-defined localized abscess where one 
can cut directly down on the abscess without open- 
ing the general abdominal cavity. 


The appendix should be removed in all instances 
where one can do so, without mauling and with- 
out getting into clean territory. In this series the 
appendix was removed in forty-six of the fifty- 
five cases. Drainage was established in all fifty- 
five patients, including the eight with generalized 
peritonitis. While I am not convinced of the value 
of drainage in generalized peritonitis, it is obvi- 
ous that drainage continues to be considered the 
method of choice at the Children’s Hospital. The 
ruptured appendices can be roughly placed into 
three groups: (1) The group in which there is a 
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Fig. 1—Tray setup showing armamentarium used for 
venotomy. 


well walled-off abscess, where only local drainage 
is necessary. (2) The group in which there is 
only moderate walling off, with localized peritoni- 
tis. In this group I prefer to place one Penrose 
drain in the right gutter, one in the ileocecal re- 
gion, and one to the pelvis. (3) The generalized 
peritonitis group. In these one should either not 
drain at all, or copiously. 

Frankly, I do not believe that we have made 
any advancement whatsoever in operative tech- 
nique in the past fifteen years. There has been, 
however, one distinct singular advancement in the 
postoperative care of these children. I refer to 
the use of the continuous glucose drip, or veno- 
clysis, in association with the indwelling nasal tube. 


CONTINUOUS GLUCOSE DRIPS VENOCLYSIS 


Without exception every child with a ruptured 
appendix has acetone in the urine. Formerly the 
administrations of fluids and the combating of 
ketosis, toxemia, and hypochloridation had been a 


notoriously haphazard routine in children. Proto- 
clysis was not tolerated at all in children, hypo- 
dermoclysis poorly, and repeated intravenous in- 
jections were most difficult to administer. Since 
the introduction of the slow glucose drip by Matas, 
this method of administering fluid has been in 
constant use in the various departments of the hos- 
pital with, I believe, universally gratifying results. 

Armamentarium,— The armamentarium used 
is relatively simple, as shown in the illustration 
(Fig. 1). A separate tray is set up, having chiefly 
small scissors, mosquito forceps, a small Bard- 
Parker knife, a small aneurysm needle, 00 catgut 
and several intravenous needles of different sizes. 
The solutions and apparatus which we have been 
using is that prepared by Baxters, which consists 
of an inverted bottle with air-vent tube, tubing 
and clamp, and a drip bulb somewhat like the 
Murphy drip, but without the hole in it. 


Technique of Venoclysis. — Having decided to 
use the drip method, it is best to start it while the 
child is still under the anesthetic on the operating 
table. In order to save time an assistant may work 
simultaneously: on this while the operation is in 
progress. 


In children it is decidedly simpler to use a vein 
in the leg than one in the arm, as it is easier on 
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Fig. 2.—Upper sketch shows needle introduced into vein 
by cutting down just above internal malleolus. Lower 
sketch shows needle in place connected to venoclysis set 
and posterior splint applied. 


the child, handling is facilitated, and there is not 
the likelihood of the child pulling it out. It has 
also been the experience of the residents in the 
hospital that phlebotomy is preferable to simple 
introduction of a needle into the vein, not only 
because of difficulty encountered i in introducing a 
needle into the small vein of a child, but also be- 
cause it has been felt that thrombosis and occlusion 
of the needle does not occur as soon where the 
needle is introduced through an incision and the 
vein tied, over and behind the needle. 


The left leg, being the most accessible, is used 
(Fig. 2). A padded posterior splint is applied 
posterolaterally from heel to thigh. A tourniquet 
may be used, but is not absolutely necessary, as 
the great saphenous vein may invariably be found 
by cutting down just above the anterior portion 
of the internal malleolus. An incision, therefore, 
transverse to the leg is made about one finger’s 
breadth above the anterior portion of the internal 
malleolus. The vein is identified and freed, and 
two 00 catgut sutures carried beneath, tying the 
most distal one above the vein and leaving the 
upper one to be tied over the needle after it has 
been inserted. A small V-shaped opening is then 
made with a small scissors, the needle is inserted, 
the glucose apparatus solution connected, and the 
upper catgut tied above the vein. A stitch or 
two may be taken in the skin, and the tubing 
secured to the leg with adhesive. The first 100 
cubic centimeters of solution may be allowed to 
run in rapidly, and then the frequency of the drop 
cut down to the desired number per minute. The 
accompanying table was compiled by Dr. R. W. 
Mapes of the hospital, and shows a rough sched- 
ule for the amount of fluid given these children 
of various ages, and the estimated number of 
drops per minute necessary to maintain that in- 


take (Table 1.) 
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TAaBLe 1.—Outlining Amount of Fluid Given to 
Children 








Number 


| 
| Amount in of Drops 











Age Solution | 24 Hours | Per Minute 
Infants 5% glucose 60 cc. per 6 drops 
up to 2 in normal | pound body a minute 
years | saline | weight per pound 
| body we ight 
2-8 years 5% glucose ee 200-1.500 75-95 


in normal | ec 


drops 
saline | 


per minute 
130-140 
drops 


| per minute 
| 


500 < ee 





5% glucose | 
| in normal 
saline | 


8-12 years 


On completion of the anesthetic, with the pa- 
tient still on the operating table, a nasal tube is 
passed into the stomach and secured to the side 
of the face with a strap of adhesive. After the 
child has been returned to its bed (Fig. 3), the 
leg is elevated and the drip per minute regulated. 
The nasal tube, carried to one side of the bed, is 
left open for constant drainage, and the nurse 
is instructed to lavage every two hours with two 
ounces of five per cent soda solution. Wristlets 
are then applied as illustrated, allowing plenty of 
freedom, but preventing the child from pulling out 
the nasal tube or getting at the dressings. We have 
allowed these children to take sips of water as they 
wish, since none of it is retained; it gratifies their 
thirst, and acts as a gastric lavage. By this simple 
method of treatment the patient is quite comfort- 
able, ketosis disappears within twenty-four hours, 
a proper chlorid fluid and glucose intake is estab- 
lished, distention is reduced, and the necessity of 
enterostomy becomes practically nil. Both the 
nasal tube and glucose apparatus are, as a rule, 
retained for about four days without trouble. 
With the apparatus used, glucose reactions are 
indeed rare. I am informed by Doctor Hyland 
that he has encountered one fatal anaphylactic re- 
action, and one in which emboli were present in 
the leg which could possibly have been attributed 
to the venoclysis: this out of several thousands 
that have been given in the hospital in the past 
five years. 





Fig. 3.—Photograph 
nasal tube inserted. 


showing glucose drip setup and 
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We have felt that pitressin has helped in the 
prevention of postoperative distention and para- 
lytic ileus. Potter and Mueller of Bellevue Hospi- 
tal have shown that the effect of the drug was 
merely that of maintaining tone, and that there 
was no clinical evidence of increased peristalsis. 
The amount given varies according to the age of 
the child. A fourth to a half cubic centimeter is 
given every four hours for three days, the first 
dose being administered directly following the 
operation, when copious hot packs to the abdomen 
are, likewise, begun. For postoperative sedatives 
the insertion of a rectal suppository, containing 
three-fourths grain of sodium amytal for infants 
below two years and one and one-half grain for 
older children, gives gratifying relief. This is 
fortified by codein or morphin, bearing in mind 
the danger of giving morphin to the infant. 


POSTOPERATIVE COMPLICATIONS 


Postoperative complications are varied and must, 
of course, be managed as they appear. In the 
series a fecal fistula developed in one which closed 
of its own accord. In another, after the drains 
had been removed on the seventh day, an abscess 
formed, which four days later spontaneously rup- 
tured into the bowel. Another case developed an 
acute intestinal obstruction on the fourth day. 
Two children developed postoperative pneumonia. 
One developed an acute mastoid, and another de- 
veloped an acute middle ear. A subdiaphragmatic 
abscess with a secondary empyema occurred in 
one. Bilateral parotitis, with recovery, occurred 
in one. Of the eight cases of generalized peri- 
tonitis, three recovered and five died. 

CONCLUSIONS 

The high incidence of 55 per cent of perforated 
appendices in children is due almost entirely to 
delay. If we are going to get anywhere at all in 
reducing this appalling percentage, it is up to the 
medical profession to repeatedly remind the public 
of the possible danger of appendicitis in any ordi- 
nary so-called “stomach ache” in children, and to 
persistently warn against the promiscuous use of 
laxatives before appendicitis has been definitely 
ruled out. So far, certain insurance companies 
and drug firms have carried on a distinct edu- 
cational campaign in this regard, but the medical 
profession has not undertaken any definite edu- 
cational program in this respect. 

The frequent associations of nasal colds, sore 
throats, and middle-ear infections are particularly 
misleading, and parents as well as physicians must 
realize that their presence with an abdominal pain 
does not necessarily rule out appendicitis. 

The use of the continuous glucose drip in con- 
junction with the indwelling nasal catheter has 
been a distinct advance in the postoperative care 
of these children, not only in that it provides 
greater comfort, but also in that normal body 
chemistry is restored and toxins relieved in the 
quickest possible manner. 

939 Pacific Mutual Building. 

DISCUSSION 


Wiitam J. Norris, M.D. (1136 West Sixth Street, 
Los Angeles).—The number of cases of ruptured appen- 
dices mentioned by Doctor Baumgartner is sufficient reason 
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for bringing up this subject even more frequently than has 
been the case in the past. 

There are certain facts that should be borne in mind 
when examining children in an effort to determine the 
presence or absence of an inflamed appendix. The ap- 
proach to the patient should be studied, and sufficient time 
taken to gain the child’s confidence in order that real 
muscle spasm may be differentiated from the spasm pres- 
ent in an apprehensive child. 

The existence of diarrhea, associated with a ruptured 
appendix, is far more common than seems to be generally 
recognized, so that one should not be misled, as Doctor 
Baumgartner has indicated, by the presence of symptoms 
not commonly associated with this condition. A rectal 
examination will frequently make a diagnosis, and is alto- 
gether too commonly overlooked. 

The question of when to operate is always one which 
gives rise to differences of opinion. The only cases, in 
my humble opinion, which should be observed, are those 
in which a definite history of improvement before the time 
of consultation has been obtained. If a child, said to have 
been an extremist two or three days previous to the time 
of its being seen by the surgeon, has definitely improved 
in every way, and there is evidence of localization, it 
would seem advisable to wait for further localization. 
With this one exception, I believe that operation is indi- 
cated following the restoration of body fluids. 

The continuous drip, associated with an indwelling 
stomach tube passed through the nose, has without ques- 
tion saved many lives, and, as the essayist has stated, 
should be routine treatment where indicated. 

In a series of one hundred cases which immediately 
preceded this past one hundred cases, the percentage of 
ruptured appendices was sixty-five in contrast to the 55 
per cent just reported. This should encourage us to con- 
tinue our efforts to educate parents and assist doctors in 
making early diagnoses. 


Ezra S. Fiso, M.D. (9615 Brighton Way, Beverly 
Hills).—Doctor Baumgartner’s paper brings out forcibly 
the high incidence of perforated appendices that occur in 
children. While it is true that perforation of the ap- 
pendix is prone to occur more quickly in childhood, the 
chief reason for the high incidence, as Doctor Baum- 
gartner has emphasized, is delay. 

One would not think it necessary that so much empha- 
sis should have to be placed upon the fact that appendicitis 
does occur in childhood, and upon the necessity of early 
diagnosis. 

Apparently, the idea of dietary indiscretions—food upsets 
and stomach upsets, causing fever and abdominal pain—is 
so firmly imbedded in many parents’ minds that the possi- 
bility that their child has an inflamed appendix does not 
occur to them. Many parents, further, are under the 
impression that children do not develop appendicitis. 

To remove such misconception and misunderstanding, it 
is obviously necessary that the danger of appendicitis be 
continuously brought to their attention by such a paper 
as Doctor Baumgartner has presented here. I agree en- 
tirely with him in his plea that the medical profession 
add their efforts to those of the insurance companies and 
other agencies in developing an educational program that 
will make the public, first, appendix-conscious and, second, 
fearful of the danger of delay. 
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Grorce THomason, M.D. (1219 Hollingsworth Build- 
ing, Los Angeles).—Any discussion is profitable that will 
make clearer a disease ordinarily dangerous at any age, 
but doubly so in the very young. Doctor Baumgartner 
has thrown considerable additional light on the subject in 
his illuminating paper. 

In young children acute appendicitis is certainly more 
treacherous than it is in later life, because of: 

1. Greater difficulty in accurate early diagnosis. 

2. The greater frequency with which cathartics are 
given; in which case, as Lord Moynihan states, “the mere 
giving of a laxative is indication enough for instant oper- 
ation,” but which procedure, unfortunately, is not suffi- 
ciently frequently adopted because of the persistent belief 
on the part of parents that the case is one of indigestion, 
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and more purgation is likely to be resorted to rather than 
the calling of a physician. 

3. The relative shortness of the omentum in children, 
preventing the proper functioning of this tissue in walling 
off the appendix area as it so helpfully does in adult life. 
Thus general peritonitis is made more possible in children 
than in cases of appendicitis later in life. 


4. The thinness of the appendiceal wall in children un- 


doubtedly leads to more frequent rupture of the appendix 
in children. 


5. The comparative inadequacy of its blood supply, 
which is a terminal blood supply in the appendix, making 
more possible rapid degenerative processes, particularly 
in the meso-appendix, extends only half the length or less 
toward the tip of the appendix. This is illustrated in 
Doctor Baumgartner’s paper, in that he states 55 per cent 
of the cases had ruptured. 

6. In children the usual regular sequence of symptoms 
and findings is by no means so constant, therefore result- 
ing too frequently in a wrong or a delayed diagnosis of 
the true condition. 

In dealing with children suspected of having acute ap- 
pendicitis, one should surely constantly keep in mind the 
possibility of pneumonia. There are, undoubtedly, cases in 
which children are operated for supposed acute appendi- 
citis, and in which pneumonia is an apparent postoperative 
complication, when, in fact, it is primarily a case of pneu- 
monia in which an appendectomy has been performed. 

Adams and Berger reported a typical series of 145 cases 
of pneumonia in patients between two and fifteen years 
of age, in 17.5 per cent of which the diagnosis was acute 
appendicitis. 

In every case the chest should be very carefully ex- 
amined. In pneumonia in a child, there is usually a higher 
temperature and higher leukocyte count, a different type 
of breathing, and the noticeable characteristic movement 
of the alae nasi, but often the temperature and leuko- 


cyte count may at times fail to lead one to a correct 
differentiation. 


The outline Doctor Baumgartner gives so specifically 
with reference to the postoperative care is to be most 
highly commended. We believe it a good plan to siphon 
the indwelling nasal tube at different intervals and then 
to close it for a time, unless nausea be present, in order 
that the upper intestinal secretions be not entirely lost 
through constant drainage. 


LATENT SYPHILIS * 


By Witt1am H. GoeckerMAan, M.D. 
Los Angeles 


Discussion by George V. Kulchar, M.D., San Fran- 
cisco; Harry E, Alderson, M.D., San Francisco; Louis 
F. X. Wilhelm, M. D., Los Angeles. 


WEBSTER defines the meaning of the term 
latent as not visible or apparent, concealed, 
dormant. Strictly speaking these meanings can be 
applied to a syphilitic infection, with reservations 
only. It should be recalled that the process may 
be pathologically or biologically active, yet not 
apparent by any clinical examination at present 
at our disposal. I will, therefore, use the term as 
meaning nothing more than clinically not recog- 
nizable syphilitic infection at the time of examina- 
tion. A clinical diagnosis of latent syphilis assumes 
a very careful physical examination by all the 
means at the command of modern medicine. If 
such an examination is negative, the diagnosis 
must rest on a positive serologic test, on a clear- 
cut history of infection, in the female on the birth 

* Read before the Dermatology and Syphilology Section 


of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 
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of a syphilitic child, under special circumstances on 
gland puncture or biopsy, and finally a necropsy. 
The common knowledge, that we may be dealing 
with a clinically unrecognizable infection in the 
presence of a pathologic ally < and biologically active 
process, presents a fascinating but at times diffi- 
cult treatment problem, both from the standpoint 
of the individual and the public health. 


COMMENT 


There seems to be no division of opinion on 
the necessity of systematic treatment to prevent 
spread of a syphilitic infection, including trans- 
ference of the disease to the progeny. When the 
probability of contagiousness is still present and 
the patient is not intolerant to the drugs now 
usually employed, treatment is obviously indicated. 
When it is a question, however, of the individual’s 
future welfare and the prevention of late compli- 
cations, the treatment problem becomes decidedly 
more complex and should not be met in a routine 
manner. Various modifying factors must be con- 
sidered before deciding on the course to be pur- 
sued. Most observers no longer accept Ehrlich’s 
idea of “therapia sterilisans magna,” in the treat- 
ment of syphilis, except possibly in the very earli- 
est stages of the infection. In the latent stage 
the infected individual's immunity mechanism be- 
comes the deciding factor. The chief function of 
antisyphilitic treatment at this stage is to increase 
the efficiency of this mechanism. How effectively 
this can be done is still debatable. There are some 
who believe that modern treatment predisposes to, 
rather than prevents late internal complications. 
Attention has also frequently been called to the 
possibility of the arsphenamins and heavy metals 
producing injury to vital organs, which only be- 
comes evident many years later. Probably the only 
way the exact value of modern treatment can be 
appraised is a comparison of a large series of 
patients observed over a whole lifetime, treated as 
well as untreated. Obviously this is practically an 
impossibility at the present time. Bruusgaard' was 
able to study a fairly large group, which had never 
received any treatment, years later. This group 
was seen in the early and secondary stages, and 
therefore, not strictly confined to a group that 
has achieved latency. None the less his findings 
are significant. According to his studies, untreated 
syphilis usually runs a benign course, and may 
frequently be completely eliminated by the pa- 
tient’s own powers of immunity. He makes no 
claims, however, that might contraindicate modern 
treatment. His data, also in my opinion, do not 
speak against judicious treatment. Since treat- 
ment must be carried on, let us consider the fac- 
tors which determine the type, and amount of it 
in a given case during the latent period. 


AGE AND LATENT SYPHILIS 


Obviously a youthful individual, sexually active, 
with the infection of a few years’ standing, and 
viscera in good condition, presents a different 
problem from the individual who shows no de- 
tectable clinical evidence after having carried the 
infection for many years, whose sex-life has be- 
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come of minor importance, and whose vascular 
mechanism no longer has the proper resiliency. In 
the former, intensive treatment is by far more 
desirable than in the latter. In the latter, it is 
usually much better to follow the principle of 
stimulating his immunity mechanism than to try 
to achieve sterilization by strictly massive dosage. 


WASSERMANN-FAST LATENT SYPHILIS 


The significance of Wassermann fastness in 
latent syphilis is still not settled. Some observers 
believe that this phenomenon may simply be a 
part of the immunity reactions in some patients 
who harbor the Spirochaete pallida. Studies such 
as those of Stokes and Busman? suggest that a 
positive serology signifies an active infection. Ac- 
cording to their findings it is likely that a diagnosis 
of latent syphilis is dependent upon the defects 
of our diagnostic procedures. Warthin’s* observa- 
tions also point in this direction. Every syphilog- 
rapher knows, however, that many a patient 
with persistently positive serologic tests continues 
through a whole lifetime without ever showing 
clinical complications. My own belief is that, while 
there is a degree of activity in such patients, the 
immunologic mechanism is so effective that the 
damage is not sufficient to produce clinical symp- 
toms. It is particularly in such patients that ob- 
servation for the rest of their lives is desirable. 
There is every evidence that the serologic tests 
will eventually become negative in most of them, 
but there is no necessity to try to achieve this at 
all hazards by intensive treatment. In fact, in 
about 30 per cent, this cannot be done. I do not 
believe that we are dealing with a true latency, 
such as is seen in the diphtheria carrier for in- 
stance, in such cases. A good rule here is to treat 
the patient, not the serologic tests. If the indi- 
vidual’s physical condition is good, every effort 
should be made to give adequate modern treat- 
ment. Methods, of course, vary in the best hands 
and may be found described in good textbooks. 
Very enlightening in this respect are the Codpera- 
tive Clinical Studies in the Treatment of Syphilis.* 
It would seem good judgment to emphasize the 
use of the spirocheticidal drugs in the early years 
and the resistance builders, if such we have, in 
the later years of the latent period. 


THE SPINAL FLUID IN LATENT SYPHILIS 


It is a well-known fact that the spinal fluid is 
positive in a large percentage of syphilis during 
the early period. As latency becomes established, 
the fluid has a tendency to become normal either 
with or without treatment. When the fluid has a 
tendency to remain positive, it constitutes a defi- 
nite menace to the future health of the patient, 
and without treatment practically means eventually 
some complication referable to the neuraxis. If 
such a patient has had a reasonable amount of 
routine therapy and the fluid remains positive, 
other measures must be considered. Conversely, if 
the spinal fluid is negative when latency has been 
reached, the danger of complications and the 
necessity for repeated spinal fluid examinations 
become negligible. 
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PREGNANCY AND LATENT SYPHILIS 


It is pretty well conceded that pregnancy has 
a beneficial influence on the course of syphilis, and 
the prognosis as to freedom from clinical compli- 
cations is definitely better in a woman who has 
borne children. This does not mean, however, that 
she is not potentially dangerous to her progeny 
even in the later years of latency. The necessity 
for careful consideration of treatment is, there- 
fore, much greater in such a patient if there is a 
probability of future pregnancy. 


MARRIAGE AND LATENT SYPHILIS 


The question of marriage is usually raised dur- 
ing this stage, and often a difficult one to decide. 
No definite rules can be stated and each case must 
be considered on its merits. It can be said, how- 
ever, that the danger of infecting the partner is 
much less in the late than in the early latent period. 
The contagious factor becomes minimal with con- 
sistent treatment, and no tendency to relapse. The 
tendency to late complications and invalidism is 
not negligible, however, and should always be con- 
sidered in permitting marriage. Another consid- 
eration is the transmission of the disease to the 
progeny. While an important one, it is not vital 
because of the effectiveness of preventive treat- 
ment of the mother. It is my practice also to 
consider the age of the contracting parties, and 
their economic status. 


CARDIOVASCULAR SYPHILIS AND LATENCY 


All modern studies indicate that involvement of 
the cardiovascular system may not be recognizable 
clinically for many years. Sometimes the mani- 
festations are so insignificant that they remain 
obscure throughout a lifetime, but are quite ap- 
parent at necropsy. Much evidence is accumulat- 
ing that the vascular involvement is a very early 
one. It is apparent that, if treatment and the 
patient’s immunity mechanism do not eliminate the 
infection, it will be permanent. Yet the percentage 
of cardiac invalidism resulting from syphilis is 
a comparatively small one. There are, however, 
many students of the disease, particularly in the 
French school, who believe that syphilis is a very 
big factor in many forms of cardiac disease. If 
Warthin’s® observations are correct, and I believe 
they are although I cannot agree with his deduc- 
tions, the heart is particularly apt to harbor the 
spirochete for a whole lifetime. 

My inclination is to be optimistic in regard to 
the future of the patient who has contracted 
syphilis, especially if he reaches the latent stage 
without any pronounced tendency to clinical re- 
lapse. Even in patients not treated or very poorly 
treated, the disease in the majority of instances 
runs a benign course. With proper modern care 
it is possible to reduce contagiousness to a mini- 
mum, and if the patient will treat before compli- 
cations have set in, the prognosis for the future 
in the main is good. I am inclined to this opinion 
despite of the rather discouraging findings re- 
ported by Warthin® and other pathologists. I think 
it can frankly be said that even at present only a 
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small percentage of patients with syphilis receives 
adequate modern treatment, either during the early 
stage or when latency has been reached. 

1680 North Vine Street. 
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DISCUSSION 


GreorcE V. KutcHar, M.D. (450 Sutter Street, San 
Francisco).—-At the present time our concept of latency 
is that of a period of high resistance and low visibility, 
with an undercurrent of mild inflammatory changes taking 
place in vital structures. Although virulent treponemata 
are present in the body, the balance between the host and 
the invading organism is temporarily or permanently 
maintained. 

The clinical diagnosis of latency is tenable only when 
the careful examination, laying particular emphasis on 
the cardiovascular and central nervous system, has re- 
vealed no lesions definitely attributable to syphilis. The 
cerebrospinal fluid must be negative. The more closely 
we examine our patients, the fewer will be the number 
that fall into this group. 

The blood Wassermann reaction, save as an aid to diag- 
nosis, is of minor importance during latency. The Wasser- 
mann that remains persistently positive demands a careful 
examination to rule out visceral and neurosyphilis. Once 
this has been definitely eliminated, the Wassermann can 
be more or less disregarded. While the percentage of 
Wassermann-fastness varies with the sensitivity of the 
technique used, the studies of the codperative clinical 
group have indicated that Wassermann-fastness in latency 
in no way alters the prognosis for cure or relapse. 

Regarding the cerebrospinal fluid, it is apparent, from 
recent studies, that if this is negative during latency, the 
patient may be virtually assured, aside from vascular in- 
volvement, that the central nervous system is to be spared. 


The decision when to treat the latent syphilitic is some- 
times a difficult one to make. Despite the relatively be- 
nign course of syphilis, as indicated by Bruusgaard’s 
studies, the relative crudity of our methods of examina- 
tion, and the very small and isolated lesions in vital struc- 
tures capable of producing the most disastrous conse- 
quences, make it desirable to lean toward the side of 
treatment. However, if the patient is beyond the age of 
fifty, and it can be established that the infection is of 
more than twenty years’ standing, treatment is not neces- 
sary. In order to safeguard the immunity relations in 
latency, treatment should not be started unless it will be 
carried to completion. The standard course of treatment 
should include twenty injections of an arsphenamin and 
irom forty to sixty injections of heavy metal, preferably 
bismuth. In early latency, treatment should be continu- 
ous ; but if the infection is more than four years’ duration, 
rest periods apparently do not influence the ultimate out- 
come. 

While the natural tendency of syphilis is toward spon- 
taneous cure, by treatment of latent syphilitics, the per- 
centage of satisfactory results, as measured by prolonged 
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good health and freedom from manifestations of syphilis, 
can be increased from 35 to 85 per cent, and progression 
and relapse decreased from 20 to 30 per cent in untreated 
latency to from 2 to 5 per cent by adequate treatment. 


& 


Harry E. Avperson, M. D. (490 Post Street, San Fran- 
cisco).—The author has presented this difficult and more 
or less obscure question in a very interesting manner. 
He leaves little additional to say. In my opinion, for the 
present, we shall have to regard all patients with per- 
sistent complement-fixation reactions and no other symp- 
toms as having foci of treponemata pallidae in some organ 
or tissue. 


The treatment, however, should depend largely upon 
the age of the patient. Naturally, young persons with 
latent syphilis may. have children, and they should have 
persistent treatment until the serologic signs are favor- 
able, provided there are no contraindications. Arsphena- 
min, bismuth, mercury and the iodids should be given 
along with some form of shock therapy, and every effort 
should be made to build up the patient's resistance by 
means of various forms of physiotherapy. 

With elderly patients whose infection apparently has 
not done any serious damage and who are clinically well, 
to my mind it is better not to run the risk of injuring 
important organs by heavy antiluetic treatment. Such 
patients should be given mercury, or bismuth and iodids, 
more or less continuously. They should be checked up 
occasionally and naturally in the presence of complica- 
tions, more active therapy given then, cautiously. We all 
have seen elderly syphilitic patients who were doing very 
well until active antiluetic therapy was started, and then 
developed serious troubles attributable to the treatment. 

Until we know that a persistent Wassermann may 
exist in a nonsyphilitic patient, we shall have to continue 
to treat these individuals. This question may be settled 
within the next few years. 


® 


Louis F. X. WILHELM, M. D. (727 West Seventh Street, 
Los Angeles).—The management of latent syphilis, as 
brought out by the author, often is a real problem. The 
age of the individual, naturally, is a real factor in deter- 
mining one’s approach. In recent years, with the more 
general use of the serologic tests, many cases of other- 
wise unrecognized infections are uncovered. If we find a 
latent syphilis in an individual past the three-score age, 
we need not be concerned with treatment. On the other 
hand, when we are dealing with an individual in the twen- 
ties, or even thirties, our whole approach changes. Here 
we must treat the infection. The paper of Stokes and 
DesBrisay, in which they present the results of several 
hundred cases of late complications, would compel one to 
insist on adequate treatment. They found that the extent 
of severe late complications was almost directly propor- 
tional to the degree of inadequacy of the previous treat- 
ment in the early years of the infection. In other words, 
the severity of late complications became definitely less 
as more and better treatment had been givn. The greatest 
number and severest complications were found in those 
individuals who had received absolutely no treatment. 
Oral treatment with the iodids showed a definite though 
slight benefit. The addition of mercury by the mouth 
added another slight improvement. The use of intra- 
muscular injections of mercury again showed better re- 
sults. Finally, the addition of the arsphenamins showed 
the group with the least complications. This study cer- 
tainly agrees with the author’s view that latent syphilis 
should receive carefully controlled, adequate treatment. 


& 


Doctor GOECKERMAN (Closing ).—I am glad to note that 
the discussion agrees on judicious individualized treatment 
of latent syphilis. It is apparent that a persistently posi- 
tive Wassermann is an incidental finding, and does not 
necessarily require intensive treatment to reverse it. On 
the contrary, the patient, not the Wassermann test, needs 
the treatment. 
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THE LURE OF MEDICALHISTORY*t 


RATIONAL OR LIBERAL MEDICINE* ? 


AS UNDERSTOOD SOME “FIFTY YEARS AGO” 


By Josern P. Wipney, M.D. 
Los Angeles 


PART 11** 


EN sometimes ask me of what school of 
medicine I am. I am always puzzled to 
answer. 

Schools in science imply distinctive theories or 
dogmas. As there are no such distinctive theories 
or dogmas to this, it can have no specific or defini- 
tive name. It is simply the science of medicine, 
as one speaks of the science of chemistry, or of 
astronomy. I can only reply: “I am a physician; 
and my system is only known as the science of 
medicine; because of its freedom from hamper- 
ing dogmas, and instead its search after causes, it 
might be termined “rational medicine’”—sometimes 
called regular medicine. It is sometimes, by per- 
sons unacquainted with it, called allopathy, but 
mistakenly. It might as well be called hydropathy, 
or homeopathy, or eclecticism ; and yet it is neither. 
And yet, in a certain sense, it is all of these; for 
all of them are only one-sided views of some phase 
of its broader and more rational development. As 
before stated, distinctive names imply dogmas, and 
dogmas are narrow and one-sided. They belong 
to the early, the youthful, the immature ages of 
science. Schools of medicine, or of any science, 
belong to a lower plane. On the higher plane of 
true science, schools drop away. Science is one. 
There was a time when one might ask of an as- 
tronomer, or of the chemist, to what school of 
astronomy or chemistry do you belong? Now we 
do not ask so. With increasing knowledge the 
schools have dropped aside. Now the a would 
be simply: “I am an astronomer,” or, “I am a 
chemist.” 


So in medicine. Rational medicine has passed 
beyond the narrowness of restrictive dogmas, and 
calls itself by no distinctive name. It is only the 
science of medicine; and its practitioners call 
themselves simply physicians. 


ORGANIZATION OF THE PROFESSION OF 
MEDICINE 


The profession of medicine is organized, as are 
the other professions, because through organiza- 
tion the ends of science may best be furthered. 
Organization does not imply sameness of thought 


tA Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

* An address delivered by J. P. Widney, A.M., M.D., dean 
of the College of Medicine of the U niversity of Southern 
California, before the Unity Club of Los Angeles. 

Doctor Widney was the founder of the Los Angeles 
County Medical Association and of the College of Medicine 
of the University of Southern California. An interesting 
biographical sketch of Doctor Widney was printed in the 
April and May issues, pages 292 and 396. 

t Reprint from the Southern California Practitioner of 
April, 1888. See also editorial comments in the June issue 
of CALIFORNIA AND WESTERN MEDICINE (page 461). 


** Part I was printed on page 513 in the June issue of 
CALIFORNIA AND WESTERN MEDICINE. 
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or views. Probably no two members of the pro- 
fession think in all things alike. This is not the 
object or purpose of organization. An organiza- 
tion which meant dogmas and sameness would be 
death to progress. These are the things which it 
seeks to avoid. Its constant labor is to encourage 
variety and originality of thought. The objects of 
organization are: 

To combine forces for more successful and 
thorough investigation of questions of medical 
science, and to diffuse information about new dis- 
coveries and advances. As illustrations may be 
cited new discoveries and advances. As other ex- 
pressions may be cited the monthly meetings of 
the numerous county medical societies all over the 
land, the annual meetings of the state and national 
medical associations, and of similar bodies in all 
civilized lands, and the periodical gathering of the 
International Medical Association. Also may be 
cited the hundreds of medical and surgical jour- 
nals published all over the civilized world. 

A second object of organization is to carry 
on more successfully and thoroughly the work 
of medical education. As results of this may be 
pointed out the colleges of medicine which dot all 
lands, with their large aggregation of capital in- 
vested in buildings, libraries, scientific appliances, 
and the extensive laboratories for experimenta- 
tion connected therewith. This heading may also 
include the duty of establishing and enforcing 
among the colleges a recognized “standard of effi- 
ciency and thoroughness i in 1 educational work. The 
fruits of this are seen in the progressive advance- 
ment from the simple pupilage, for a short term, 
under some practicing physician, or the single 
course of lectures of the earlier ages, to the two 
years, and now the three years, of carefully graded 
lectures and hospital work, and the rigid examina- 
tions, before the student becomes eligible to the 
degree of Doctor of Medicine. And recognition 
is refused to colleges failing to adopt, and in good 
faith observe, such advanced requirements in their 
educational work. 

Again may be mentioned, as among the objects 
of organization, the discouragement of narrow and 
obstructive systems or schools of medicine. 

And, finally, may be mentioned, to establish 
and maintain a code of ethics for the profession. 
Recognizing, even in the earliest ages, the semi- 
sacred character of its calling, the profession has 
ever laid down, for the guidance of its members, 
rules of conduct, defining their duties to the sick, 
to community, and to each other. 

The Hippocratic oath, which is probably the 
oldest code that has been saved to us, and which 
twenty-three centuries ago was administered to 
the physician upon commencing his practice, had 
in it the groundwork of a strong ethical morality : 
and from that day to this, through all the long 
ages, the moralities of the profession have never 
been lost sight of, and the oath of Hippocrates has 
broadened out into the pure and lofty code which 
is made binding upon every physician, and which 
in the fullness of its requirements does not yield 
precedence even to that imposed upon the minister 
or the priest when admitted to his sacred calling. 
It is true, many unworthy members of the pro- 
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fession fall far short of its standard in their daily 
conduct; yet the ‘code is there, ever standing as 
a written reproach to them, and in proportion as 
they fail to come up to its requirements they lose 
caste and standing among the more honorable 
members of the profession. 


RELATION OF RATIONAL OR LIBERAL MEDICINE 
TO THE VARIOUS SCHOOLS OF MEDICINE 


By bearing in mind what rational or liberal 
medicine is aiming at in its own development, it 
is easy to infer what must be its relationship 
toward the various schools, or systems of medi- 
cine, which from time to time spring up. It is 
itself aiming at freedom from dogmas, for these 
inevitably lead, as it has too often discovered in 
its own history, to narrow and one-sided generali- 
zation. 


It has in all these ages of seeking after truth 
so often felt the evil of such things that it has 
learned to beware of them. It therefore says to 


schools or systems basing themselves upon fixed 
dogmas : 


These things belong to the past : modern science 
has grown beyond them. Such dogmas imply 
narrowness. It is a step back toward the dark 
ages again. Only the broadest freedom of investi- 
gation should be recognized in scientific research. 
Because you have thus abandoned the broader 
field, and have restricted your research to the 
narrow limits of a fixed and unchangeable creed, 
we cannot accord to you full recognition as broad 
and progressive members of a liberal profession. 
Science knows no boundary lines of creeds; and 
in the ranks of scientists the days for shibboleths 
have gone by. It is because you have abandoned 
the broader field of rational medicine, and because 
you are hydropathic physicians, or eclectic phy- 
sicians, or homeopathic physicians—men whose 
science is bound up by a preconceived and inflexi- 
ble theory, and because you are not simply phy- 
sicians, men free to seek for, and to use, truth 
wherever found, that you are not accorded recog- 
nition as worthy representatives of a liberal and 
rational medicine. It is because you load your- 
selves down with clogs in the shape of pathies, 
and tie the load on by a distinctive name. Liberal 
medicine refuses to so encumber itself with clogs: 
ties itself to no set theories: binds itself by no 
name distinctive of a fixed creed: and so has to 
unload itself of no fixed burden of clogs when it 
would advance. 


To the individual members of these schools 
Liberal Medicine says: Recognition is not with- 
held from you because you, as individuals, hold 
some theories of disease and of treatment which 
we consider narrow and ill-founded, for many 
individual men within the ranks of liberal medi- 
cine hold opinions probably deemed by their fel- 
lows equally odd, and yet are simply looked upon 
with a lenient smile as men who have some queer 
fancies; but it is because you elevate the fancy 
into a dogma, and build thereon a sect, and tie 
vourselves. to it, making it a restrictive creed for 
education, and a test of standing. It is not because 
you, as an individual, are considered to hold only 
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a partial truth, for many within the ranks of regu- 
lar medicine fail to grasp the breadth of its teach- 
ings, and all their days are only as lame men in 
the pathway, but because you insist that this is all 
of truth and restrict yourselves to it. 

Liberal medicine has tenets and treatments which 
resemble from one point of view homeopathy, 
others which resemble hydropathy; but it recog- 
nizes the fact that these are only partial and in- 
complete views, and are not all, but that more lies 
beyond. It lifts its eyes from the single hills 
toward the eternal highlands which it knows myst 
tower through the mists above and afar. It may 
as yet catch only partial glimpses of that higher 
ground of medical science, but it feels that some- 
where, on through the mists, it lies; and will be 
content with no resting place that is short of that 
goal. And it may be that the limits placed upon 
human knowledge by human weakness make the 
goal an unattainable one. Still it will climb the 
higher by being content with nothing less. 

Another reason why the profession of liberal 
medicine has declined to accord recognition to 
these various schools and systems, is the character 
of the educational work which they permit within 
their ranks. 

The constant struggle of rational medicine is 
to raise the standard of education. Under this 
endeavor the standard has been raised, as has 
already been stated, from the old-time country 
reading and a certificate, or possibly a single 
course of lectures, to a three years’ graded course, 
with clinical work in the hospitals, “and rigid ex- 
aminations. And the tendency is toward a still 
higher standard. It is not untair to say that this 
effort to raise the standard of education upon the 
part of liberal medicine has not been met by a 
corresponding effort among the schools or systems 
enumerated. While there have been some honor- 
able exceptions, the general standard has been low, 
and without a well-expressed desire or intention 
of a change. It is no unfair or unjust rule which 
rational medicine applies to these schools, for it 
applies the same test to itself. The so-called col- 
lege of rational medicine which does not conform 
to the requirements of the higher education, or 
which lowers its grade, at once loses caste, and is 
refused recognition. And this is the point in which 
those of the schools in these systems, which attempt 
the higher education, fail of reaping the just fruits 
of their more honorable work. For instead of 
declining to recognize the colleges which cling to 
the inferior standard of education, they continue 
to recognize them as legitimate institutions of 
learning, and admit their defectively educated 
graduates to an equal standing with their own 
who have honestly done better work. In this way 
they practically neutralize the effect of their efforts 
to elevate the standard of their colleges. 

A very proper reply was given a few years ago 
by the English National Association of Physicians 
to an application upon the part of a numerous body 
of one of these schools for recognition by the 
regular profession. The reply was ‘this : 

“Before we were recognized as fitted to become 
members of the profession we had to go through 
a thorough course of study, and pass rigid exami- 
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nations. Give proof that you can stand the same 
tests and you will receive recognition.” 

The offer was declined, and of course recog- 
nition was withheld. 

This rigid stand is taken by the profession of 
liberal medicine upon the question of education, 
because it is felt that where human health and 
human life are at stake only the most thorough 
possible preparation for the work should be toler- 
ated ; for even then the physician will too often be 
made to feel how limited are his powers of relief, 
and how much yet remains to be learned. 


THE FUTURE OF MEDICINE 


Medicine is not yet an exact science. Possibly 
it may never be, for of all branches of human 
knowledge it probably is hedged about by the 
greatest difficulties. Yet it stands today far in 
advance of its position a century ago; and a cen- 
tury ago it stood in advance of its position of a 
century before. Age by age it is climbing higher. 
Age by age it is penetrating deeper and deeper into 
the mysteries of disease, of its causation, of its 
cure. And no one realizes with more sadness than 
does the educated physician the vastness of the 
field which is still a terra incognita; and no one 
who has not stood with him in the midst of the 
perplexities and anxieties of his toiling, can realize 
the keenness with which he feels the slurs so often 
wantonly cast upon his work by tongue and by 
press. It is a cruel wound to give to what is prob- 
ably today the most conscientiously self-sacrificing 
of all the callings of man. The cruelty of the 
wounding can only be excused by its thoughtless- 
ness. I, who, after years of toil in this work, am 
no longer seeking its rewards, may say these things 
as one might not who may be but just entering 
upon its labors. I plead for the incoming genera- 
tion of toilers in this sacred field, a juster appre- 
ciation upon the part of that public to whom the 
toil is given. And I plead a juster discrimination 
in judging of men. To the public any man who 
puts up his sign and calls himself “Doctor,” is a 
physician. And yet many of these are men with- 
out even the pretense of medical education. And 
for their misdeeds, for their ignorance, the pro- 
fession must share the obloquy and the shame, for 
the public does not stop to discriminate. And yet 
it is not the fault of the legitimate profession of 
medicine that such is the case. Scarcely a session 
of a legislature goes by in any state that the re- 
quest does not come up from the organized pro- 
fession for laws to weed out the unworthy; for 
laws establishing tests of examination as to knowl- 
edge and scientific attainments, before men shall 
be permitted to take into their hands the care of 
human life. 

“We,” they say, “who daily are called upon to 
witness the harm done by men who have in no 
way qualified themselves to battle with disease, and 
yet who, with mercenary motives, enter upon the 
work, we ask you to establish tests ; require exami- 
nations ; make men first prove their fitness, as you 
do with engineers upon your steamboats, or with 
lawyers at your bar. We ask no favor. We do 
not ask exemption from the working of the law 
for ourselves or for our colleges. Require the test 
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of all; and then debar the ignorant, the unworthy, 
from entering upon this work.” * 

This is what the profession asks. It is the public 
which through its representatives refuses; and, 
where laws are passed, through its juries, refuses 
to enforce. Ought it not then, in justice, to with- 
hold its censure? 


BUT THE FUTURE? WHAT OF THAT? 


This I have to say, that while man dwells upon 
the earth there will be pain, and disease, and death. 
It is the order of nature. Yet we are learning all 
the while more effective means of easing and con- 
trolling pain; we are discovering, year by year, 
more effective methods of preventing disease, and 
of battling with it when it has come; we are de- 
vising better ways of warding off epidemics; we 
are, with the more careful elaboration of sanitary 
measures, steadily lowering the average per cent 
of disease in population, and adding to the average 
length of human life. It is not all; yet it is some- 
thing. Indeed, when we read the records of dis- 
ease and suffering, and the death rate, of even a 
century or two ago, it seems much, this that has 
been accomplished. 


AND THE QUESTION OF SCHOOLS? OF DOGMAS? 
OF THEORIES ?—WHAT OF THESE? 


Time will settle these: time, and more knowl- 
edge. As I have already said, one of the merits 
of rational medicine of today is, that it has learned 
to beware of positive dogmas and theories, and 
the schools which are based exclusively upon them. 
It has found that they are short-lived, and die out ; 
for they are based not upon science, but upon one 
view of science. Then, if that view proves to be 
narrow, or mistaken, or false, there is nothing 
left, and of course they die. It has felt in its own 
history the evil of these things, and how they may 
become a clog and a bar to progress. It has learned 
that even today, with all the great advance which 
has been made in the accumulation and classifica- 
tion of facts, the stock is not yet sufficient for 
final generalization; and so has learned to work 
and to wait. In so varied a field, with a causation 
so varied, will a single general theory of disease, 
its causation and its management, ever be possi- 
ble? It may be doubted. It certainly is not as yet. 
And so rational medicine, grown wiser than of 
old, aims to waste no time, no labor, upon prob- 
lems which are as yet of necessity unsolvable. 
Instead, its aim now is to delve yet more deeply 
into the facts, and to push ever higher the standard 
of medical education. It feels that by this road, 
and by this road only, is the way to the higher 
truth. 

And to the various schools of medical practice, 
schools basing themselves upon rigid dogmas and 
theories, it has only this to say: 

“We cannot feel that you are doing the most 
worthy work. We cannot feel that you are best 
furthering the advancement of human knowledge. 
We can only feel that, whether you perceive it or 
not, you are dropping out of the current of prog- 
ress; that by your premature generalization, and 
your rigid dogmas, you are tying your own hands 
in the battle. It is with no feeling of unkindness 
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we look upon you; yet, standing as you do upon 
your narrower basis, we cannot recognize you as 
most worthy members of a liberal science. 

“Only, we plead with you to weed out the low- 
grade institutions of learning in your ranks. Raise, 
as we are doing, the standard of education, and 
keep advancing it ever higher. If you are honest 
in your belief, and we do not propose to question 
this, you need not fear the light, and increased 
knowledge. Let these be the test: the dross will 
disappear, and whatever of good there may be 
will remain.” 

And the time will come, in that newer day, upon 
that higher plane of science, when schools will 
drop away; and no one shall say “I am of Paul, 
and I of Apollos,” but the science of medicine 
shall be one: the doctor shall become doctissimus, 


and he shall be only a physician, a healer of men. 
Los Angeles, April, 1888. 





CONVERSATIONAL GeMs oF Dr. J. P. Wipney* 


Founder of the Los Angeles County Medical Association: 
At Age of Ninety-Five Still Active in Literary 
and Church Work 


Life is a ladder. We begin at the bottom. 

Many a good carpenter has been spoiled by an ambition 
to become an architect. 

The world is constantly looking for people that can be 
depended upon. Hettie adds: “which causes eyestrain.” 

A perfect civilization will become a possibility when a 
perfect man has been developed. 

Uneatable weeds are Nature’s provision for fertilizing 
waste lands. 

The book that will live is the book that has been lived. 

Some people never grow old, and some are born old. 

Civilization advances by its breakdowns. 

Of all the sources of information in human history, tra- 
dition is the most imperishable. 

No amount of cultivation can make genius out of a 
commonplace mind. 

It is easier to fight an army of elephants than an army 
of ants. 

A new word does not necessarily mean a new idea. 

Reform becomes a form of hysteria. Reformers shout 
themselves hoarse trying to keep others quiet. 

Have your wealth in yourself and not in your pocket. 

No amount of cultivation will make a radish out of a 
turnip. 

A hypocrite is a man who prays and preys. 

If you would be happy, carry someone who has no legs. 

The social turmoil of the world today is not a fight 
against capital—it is a fight against brains. 

It’s the continuous rain in Southern California that 
counts. 

Birthdays, like wine, improve with age. 

Education may cultivate brains—it cannot make them. 

If you would be loved make yourself lovable. 

There are times when words become crime. 

Scholarship does not necessarily mean culture. 

Culture is the ripening and mellowing of scholarship. 

Pasadena Avenue is the fading remnant of a dream. 

There are many good things and many good people that 
do not mix well. 

A lump of ice will never fry a beefsteak. 

The type of architecture of every country has grown 
out of the climatic needs of that country. 

Tomorrow never comes. It is always today. Eternity is 
one eternal Now. 

Many singers think they are singing with expression, 
when they are only making faces. 

The way to keep your credit good is not to use it. 

We cannot dress according to the calendar. 

Willing shoulders always find their burden. 

The surest way to get up in the world is to push other 


people up. (To Be Continued) 





* Compiled by Rebecca Davis Macartney. 
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CLINICAL NOTES AND CASE 
REPORTS 


MULTIPLE CYSTS OF BOTH LUNGS 
By F. F. Gunprum, M.D. 

AND 

Haro_p ZIMMERMAN, M.D. 
Sacramento 


ULTIPLE thin-walled (“soap bubble” ) cysts 

of the lungs are not as rare as formerly sup- 
posed. They are, however, sufficiently uncommon 
that it may be worth while to present one more 
example of this disease. 


REPORT OF CASE 

H. R. Male. Single. Age 20. 

Family History—Three brothers and three sisters, all 
living and well. One brother died of “heart disease,” as 
did also his father. Mother living and well. 

Personal History.—Very free from all contagious mala- 
dies. He had smallpox and occasional tonsillitis. 

Condition began gradually two years ago, when the 
patient noticed shortness of breath upon exertion, which 
became slowly more troublesome. He is perfectly com- 
fortable when at rest, either sitting or lying. He coughs 
up a small amount (two teaspoonfuls) of “grayish yellow” 
sputum each morning, never bloody. All other bodily 
functions are normal. 

The patient is well nourished, healthy-appearing young 
man; good color, no dyspnea; height, 71 inches; weight, 
122 pounds; temperature, 99.6 at 4 p. m.; stasis good. 

Head: Scalp clear; hearing good; eyes clear; pupils 
active; nasal passages clear; frontal sinuses and antra 
transilluminate well; teeth good; tonsils hypertrophic 
and very red (probably accounting for the slight fever). 

Neck: No enlarged glands; thyroid negative. 

Thorax: Well formed, well developed; vocal fremitus 
diminished over both lowers behind, right more than left; 
circumference at nipples (at rest 36, expiration 351%, in- 


spiration 37); percussion note somewhat hyperresonant 








Fig. 1.—P-A view. 
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Fig. 2.—A-P view. Several of the cysts outlined with ink. 


over both lungs, front as well as back; auscultation, 
expiratory murmur a little prolonged over the whole 
chest, no rales heard; voice sounds a little higher pitched 
over the right lower. 

Heart: Dullness not increased; sounds clear and regu- 
lar: pulse, 96; blood pressure, 120/100; no dilated veins; 
no cyanosis. 

Abdomen: Flat, soft, 
tenderness, no fluid. 


symmetrical, no masses, no 
Genito-urinary : Not remarkable; urine negative. 
Extremities: No 
normal. 


edema, no dilated veins, reflexes 


This clinical picture of empysema in a young 
man without previous history of asthma seemed 
most unusual; accordingly an x-ray film was taken 
with the following outcome: 


“Stereoscopic chest films show a great many annular 
shadows in the lungs. The right lower lobe is filled with 
these shadows. All more or less spherical, overlapping 
and pressing upon one another; thin-walled, like the con- 
glomerate shadow of a group of soap bubbles. They are 
also grouped around the right lung root, even in the upper 
lobe. 

“There are a number in the left lobe; much of the 
lower left lobe is emphysematous, showing no lung detail. 
No doubt this region is filled by lesions with such thin 
walls that they hardly show on the films. 


“This is a case of multiple, non-expansile, congenital 
cysts of the lungs. All connect freely with the bronchi, as 
none of them contain bronchial fluid or infected material. 

“The upper lobes show very little involvement, and are 
relatively clear. 


“A little secondary pleurisy over the bases.” 


Treatment.—The patient reported great relief 
of symptoms when taking small doses of ephe- 
drin and amytal three times aday. 


1127 Eleventh Street. 
1027 Tenth Street. 


Yet all experience is an arch where through 
Gleams that untraveled world whose margin fades 
Forever and forever when I move. 

—Alfred Tennyson. 


a 
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A PRACTICAL LAMP FOR THE MICROSCOPE 


By H. H. Parsons, M.D. 
Fort McClellan, Alabama 


RTIFICIAL lighting for the microscope is in 
almost universal use, as it is constant, uniform 
in intensity, and generally available. 


The box type of light is useful, but requires 
frequent resetting; and if one wishes to use the 
microscope at an angle, in order to be comfortable 
while working, the mirror has to be readjusted 
for any small change in position of the micro- 
scope. In order to obviate this frequent adjust- 
ment of the mirror, I devised the light about to 
be described, and for the past two years have used 
it with much satisfaction. The light is attached to 
the microscope stage and moves with it, so that 
no matter what position the microscope is in, the 
light always travels with it; consequently no ad- 
justment of light or mirror other than the original 
setting is needed. 


The device consists of a piece of aluminum 
plate, 2 by 4 inches in size, and thick enough to 
be rigid. 


A hole, 1% inch in diameter, is bored or cut 
in the front end, 1% inch back, through which 
the base of a 25 or 40 watt, round electric-light 
bulb is inserted, when the socket is screwed onto 
the light base. A ten-foot extension cord is used. 


The posterior end is shaved down to allow it to 
fit the curve of the Abbé condenser, and a screw 
hole made on each side for machine screws. 


Two holes are bored in the undersurface of the 
microscope stage, to correspond with the holes in 
the aluminum plate, but are not allowed to perfo- 
rate the upper surface. These holes are then 
threaded for the type of machine screws used. 
The corners of the aluminum plate are rounded 
off. It is advisable to insulate the brass base of 
the electric-light bulb from the aluminum hole, and 
a little adhesive tape will do this. The light should 
fit snugly in the hole, so that it will not wobble. 

For student use, this lamp could be made readily 
detachable. 

The accompanying diagram may be used as a 
template in making the device. 

The Station Hospital. 


Fig. 1.—A practical lamp for the microscope. 
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NARCOLEPSY 


By Stantey R. Truman, M.D. 
Oakland 


HE recently awakened interest in this un- 
common disease has prompted the reporting 
of a rather typical case. 


REPORT OF CASE 


i. Ds, age 30, white male, was first seen January 8, 
1935, complaining of an intense and uncontrollable desire 
to sleep, coming on during the day. 


These attacks, noticed first at about eighteen or nine- 
teen years of age, have gradually become more intense 
and more frequent; and during the year previous to the 
first examination the attacks were so severe that at times 
it was necessary for him to stop driving his car, or 
ploughing, or to cease from other activities at periods 
throughout the day and take a short nap. He was also 
forced to give up evening social engagements because, 
unless there was excitement, he would soon fall asleep. 
The attacks come on at any time during the day, but are 
more likely to occur shortly after heavy noon meals, or 
during warm weather, or after heavy labor, or during 
uninteresting, quiet situations or prosy conversations. 

Each attack of narcolepsy consists of a gradually in- 
creasing desire to sleep, which he cannot fight off and 
which culminates in what appears to resemble in all re- 
spects normal sleep. Following from five minutes to an 
hour or more of sleep, the young man awakens in a 
“sleepy” condition, but is able to go about his business, 
rapidly regaining his alertness. When disturbed he feels 
as though aroused from a normal sleep of inadequate 
duration, and is always cross and annoyed. He does not 
seem to have any disturbance of nocturnal slumber, sleep- 
ing deeply and usually from eight to nine hours. Loss of 
nocturnal sleep apparently increases the tendency to di- 
urnal sleep. The patient also complained of occasional 
spells of weakness, but suggested no connection between 
these and the attacks of sleepiness. These spells of weak- 
ness (cataplexy) manifest themselves in two ways. Both 
are precipitated by some intense emotional response such 
as laughter, excitement, or anger. The first consists of 
an absolute inability to move. For instance, after seeing 
a very funny moving picture he was absolutely unable to 
move a muscle of his body. On this and similar occasions 
he has been shaken by a friend who, used to having him 
fall asleep, has thought him asleep. This stimulus is suffi- 
cient to recall his muscle power instantaneously. He de- 
scribes the feeling as being “weak as a rag for a minute.” 


The other manifestation of cataplexy consists of sudden 
transient spells of weakness, so brief that he has never 
fallen. These occur during activity of some sort, such as 
walking, and are brought on usually by excitement, such 
as seeing a child falling off a fence. In this particular 
instance (typical of others), with his first step, on run- 
ning to catch her, “his knees failed him and he almost 
fell, but he caught himself on the next step.” He is un- 
able to recall the age when these attacks first appeared. 


The family history is negative, except that his father 
has always fallen asleep very readily, following meals as 
well as nocturnally. 

He was born and has always resided in California, is 

actively engaged in farming, has been graduated from a 
university where he made a good scholastic record and 
showed a normal, social reaction. In childhood he had 
measles, mumps, whooping-cough, and chicken-pox. In 
1918, at the age of fourteen, he had influenza, which ap- 
parently had no relation to the attacks of narcolepsy. He 
denies any venereal infection, and his blood Wassermann 
reaction was negative in 1925. 
_ In 1927 and 1928 he was in automobile accidents, but 
in neither case was he responsible for the accident. He 
received head injuries, and was unconscious for a few 
minutes on both occasions; in the first accident there was 
bleeding from the right ear, and a 10 per cent reduction 
in hearing has resulted. These injuries did not seem to 
alter the course or severity of the symptoms of narcolepsy 
in any way. 
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Physical examination revealed a well-developed and 
nourished white male of thirty years, six feet in height, 
weighing 178 pounds. There were no pathologic findings, 
except that tendon reflexes could be obtained only on 
reinforcement. 

The laboratory examinations showed a normal urine, 
hemoglobin 17 grams, and red blood cell count of 5,580,000. 
The white blood and differential counts were normal. The 
sedimentation time was over three hours, and the Kahn 
blood test was negative. The basal metabolic rate was 
plus 16. 

On the basis of this typical history and negative find- 
ings, a diagnosis of narcolepsy with cataplexy was made 
and, following the suggestion of Doyle and Daniels,! the 
patient was given ephedrin sulphate, grain three-eighths, 
at 7 a. m., noon, and 4 p. m. He stated that he obtained 
a prompt relief of his symptoms, but that he felt nervous 
after the four o’clock dose; so this was discontinued after 
one week. For the next month he took the ephedrin regu- 
larly and felt greatly relieved, and occasionally he en- 
joyed an afternoon nap, but was free of the uncontrollable 
desire to sleep. 

He was not seen again for two and one-half months, 
during which time he took the ephedrin sporadically. He 
has been able to fight off attacks of sleep while engaged 
in any normal activity, but if he lies down he promptly 
falls asleep. 

Following this treatment, he took no ephedrin for one 
month. There has been no relapse, and he has not had to 
stop driving his car since first starting ephedrin. He has 
been able to resume evening social engagements, with the 
exception of bridge, “which bores him so that he cannot 
stay awake.” 

In spite of the improvement in the narcoleptic attacks, 
there seems to have been no change in the cataplectic 
phenomena. 


COMMENT 


This patient presents in typical form the two 
major manifestations of narcolepsy, the predomi- 
nating symptom being the occurrence of diurnal 
naps as a response to an ov erwhelming desire to 
sleep, occurring after adequate sleep and rest, sev- 
eral times during the day. The other symptom is 
cataplexy, which consists of spells of weakness 
involving a part or the whole of the body. Fre- 
quently, as in this patient, the person does not 
make any connection between the two complaints, 
and the onset of one may precede the other by a 
period of months to years 

The etiology of narcolepsy is undetermined, 
and this patient is typical of many in the absence 
of any extraordinary findings. Often an interest- 
ing family history of abnormal drowsiness or ac- 
tual attacks of narcolepsy has been obtained. The 
father of this patient shows abnormal drowsiness. 

Of the other diseases showing abnormal drowsi- 
ness, syphilis, brain tumor, cerebral arterioscle- 
rosis, hypopituitarism, diabetes mellitus, obesity, 
polycythemia, malnutrition, and others, this pa- 
tient evidences none, except a slight increase in 
the blood count, and this is not of sufficient magni- 
tude to be grouped in the class of polycythemia. 

A certain number of cases of narcolepsy have 
followed encephalitis, and this has led some au- 
thors to consider the two conditions as related. 
This patient had influenza in 1918 and from the 
history the attack seemed typical. There is no evi- 
dence that this might have been encephalitis, and 
following this attack of influenza there was a 
period of four to five years before the symptoms 
of narcolepsy appeared. 


ratic Tre at- 


1 Doyle, J. B., and Daniels, L. D.: Symptom 
37 2 (April 25), 
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Patients have responded to a variety of treat- 
ments: withdrawal of spinal fluid, intrathecal 
introduction of air, irradiation of the hypothal- 
amic region, psychoanalysis, and suggestion. Prior 
to the introduction of ephedrin sulphate, sympto- 
matic treatment was neither satisfactory nor con- 
sistent. This drug has produced the most satis- 
factory results in treatment yet obtained. Some 
obtain prompt and apparently lasting relief, others 
slight or transient; but most are apparently 
pleased with the results obtained. 


Usually the response to ephedrin affects the 
cataplectic tendency more than the drowsiness, but 
in the patient here reported the effect was just 
the opposite. What part suggestion has to play in 
this and responses to other types of treatment is 
hard to evaluate. However, suggestion is certainly 
a potent influence on these patients, and the failure 
of the cataplectic phenomena to respond may be 
due to the fact that a successful attempt was made 
to avoid the suggestion that the cataplexy and 
drowsiness were related. 

SUMMARY 


A typical case of narcolepsy is presented show- 
ing both drowsiness and cataplexy. The patient 
made a satisfactory response to treatment with 
ephedrin sulphate. 

1904 Franklin Street. 


AMEBIASIS : ITS DIAGNOSIS BY THE GENERAL 
PRACTITIONER 


By J. F. Doucuty, M.D. 
Tracy 


N view of the fact that from five to ten per cent 
~ of the population in California have amebiasis, 
it is imperative that the general practitioner be 
qualified to diagnose and treat this disease. 

The impression has been created that such diag- 
nosis and treatment is a highly technical and diffi- 
cult procedure, which can be accomplished by only 
a few men in the metropolitan areas. This as- 
sumption is not warranted by the facts. Amebiasis 
should be suspected in the patient who presents 
a number of vague symptoms, usually involving 
the gastro-intestinal and nervous systems, and ap- 
parently without organic basis. 


REPORT OF CASE 


: The following case history of Mr. Mc., age forty-seven, 
is illustrative: Six years ago he had so-called “intestinal 
flu,” with diarrhea and abdominal distress. Since that 
time he has not felt very well, but has been able to work. 
His complaints when first observed by me, April 27, 1935, 
were: “Gas in abdomen, uneasiness or turmoil of intes- 
tines, sensitive belly, incomplete satisfaction following 
bowel movement, two mucus stools daily, rectal itching, 
dizziness, palpitation, sweating of palms of hands, nervous- 
ness, irritability, inability to eat beans, sweet potatoes, 
melons, and spinach, because they cause abdominal dis- 
comfort and gas.” 


Diagnosis.—The diagnosis of amebiasis can only 
be made by the identification of E. histolytica in 
the stools. The detailed description of the appear- 
ance of this parasite and its differentiation from 
other amebae inhabiting the intestinal tract of 
man, may be learned from any good book on clini- 
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cal laboratory methods. An excellent chart for 
this purpose may be found in an article by Grad- 
wohl in the Journal of the American Medical As- 
sociation, Vol. 102, No. 1, page 66. The cystic 
forms are more characteristic and more easily 
differentiated from the other amebae, as they have 
only four nuclei, as contrasted with eight in 
E. coli. 

In the fresh specimen the protoplasm of the 
vegetative and of the cystic forms is seen under 
the low power of the microscope as highly re- 
fractile, glistening, greenish-white, transparent, 
ovoid or spherical bodies. The cystic form is usu- 
ally about twice (15 microns) the size of a red 
blood cell, and the vegetative form usually two 
to three times (20 to 40 microns) larger than a 
neutrophilic leukocyte. If one is fortunate, he 
may see the vegetative form actively pushing out 
pseudopodia or containing red blood corpuscles. 
Morphology must be studied by the high power 
or oil immersion lens. A smear of the specimen 
may be made on a microscopic slide, fixed in 
Schaudinn’s fluid and stained with iron hemotoxy- 
lin. This method is certainly better for prolonged 
study and for the differential diagnosis of the 
various amebae.’? Practically, it is a long pro- 
cedure and not readily done by the general prac- 
titioner unless he just fixes the slide in the Schau- 
dinn’s fluid and sends it to a laboratory for diag- 
nosis. Here let me sound a warning—not all lab- 
oratory workers can identify E. histolytica. 


The examination of the fresh stool is the 
method which I prefer, because it can be done by 
every physician and, with sufficient practice, it is 
quite reliable. No bismuth or mineral oil should 
be given previous to the examination. 


Procedure in Obtaining Specimen.—To obtain 
the proper specimen is most important. I usually 
examine the first stool without any preparation, 
having the patient pass the stool into a paper cup 
at the office. One should choose the soft part of 
the stool and get any mucus present. One or two 
loopsful from different parts of the stool, is mixed 
with a drop of warm physiologic saline on a 
warmed slide. The following morning the patient 
is given a drastic saline purge, not allowed to eat 
breakfast, and told to report to the office after 
passing the third stool. By this time most of the 
food is absent from the stool, and one may get 
mucus. Let me emphasise that in the mucus can 
be found the typical cysts. Sometimes the patient 
may pass just enough mucus to soil the toilet 
paper, but one can get an excellent specimen from 
it. This mucus is placed on a slide with the loop 
and, if too thick, a drop of physiologic saline is 
added; then it is covered with a cover glass and 
searched for refractile protoplasm as described 
above. 


The diagnosis is made by finding the specific 
protozoa. I never do less than three stool exami- 
nations, and with this method more are seldom 
necessary to find the organism, if it is present. 

231 West Eleventh Street. 


1 Todd and Sanford: Clinical Diagnosis by Laboratory 
Methods, p. 454, Saunders. 


2 Magath, Thomas B.: The Laboratory Diagnosis of 
Amebiasis, J. A. M. A., Vol. 103, No. 16, p. 1218. 





BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the wannis problems of the bedside doctor. 


Suggestions of subjects 


for discussions invited. 


DISORDERS OF SLEEP IN CHILDREN 
I, ETIOLOGY AND TREATMENT 


Oscar Rertss, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—The causes of disturbances of 
sleep in children are multitudinous; and since in 
most instances the treatment of these disturbances 
consists in removal of the cause, one cannot well 
attempt a discussion of treatment without at least 
briefly reviewing etiologic factors. And inasmuch 
as the scope of this paper does not permit of an 
extensive treatise, I will not attempt to do much 
more than classify in outline the various factors 
causing sleeplessness in children. 


1. Constitutional Neuropathy.—Under this head- 
ing may be grouped those infants and children 
who have great difficulty in relaxing while awake. 
who do not fall asleep easily, who toss around con- 
siderably after falling asleep, and who are easily 
aroused by even trivial environmental stimuli. 
They manifest a tendency to tetany, spasmophilia 
and rickets, and the accompanying calcium defi- 
ciency, and are easily thrown into convulsions. 

The treatment for this group consists in active 
calcium therapy to the point of establishing the 
necessary balance. At the same time attention 
should be given to the establishment of an en- 
vironment free from disturbing factors. 


2. Sleep Disturbances Accompanying Disease. 
One might include in this category practically the 
entire list of diseases with which children become 
afflicted, since each one of them may produce 
interference with sleep. Painful conditions should 
be considered first. Otitis media, especially in in- 
fancy, may show no other symptoms than fever 
and disturbed sleep, restlessness and wakefulness 
being the result of earache, which the little one 
cannot localize. The sleep of infants is also com- 
monly disturbed by the pain of colic and intestinal 
disturbances, by hunger, by teething, and also 
because of eczema or furunculosis. In older chil- 
dren, renal colic, rheumatic fever, and the cardi- 
opathies are potent disturbers of sleep. 


Respiratory difficulties, whether due to nasal 
obstruction with consequent mouth breathing, or 
to the dyspnea of asthma, or to bronchial irrita- 
tion of pneumonia or whooping-cough, with fre- 
quent coughing spells, mitigate against undisturbed 
sleep. 

The ushering in of nearly all of the infectious 
diseases of childhood is usually evidenced by dis- 
turbed sleep, as one of the initial symptoms. 

For those conditions where pain is interfering 
with sleep, the removal of the cause of the pain 
or discomfort is of primary importance; the child 
so often falls asleep immediately following para- 
centesis of a bulging eardrum. Often narcotics 
are necessary, codein being very effective. In the 





management of any of the above-mentioned con- 
ditions, attention to the comfort of the patient is 
important and conducive to sleep. Tepid baths in 
febrile conditions, and antipyretics in prolonged 
fever are helpful. The barbiturates may be given 
freely, especially when there is considerable rest- 
lessness. 


3. Faulty Physical Hygiene.—The character of 
environmental conditions conducive to sleep seems 
to be well-known to physicians and to many lay- 
men; nevertheless, one observes so many infrac- 
tions of the rules of hygiene that it may not be 
amiss to mention the most flagrant ones. Troubled 
sleep or failure to fall asleep may be due to un- 
comfortable clothing, tight clothing, too many 
clothes, too much covering, and pressure of safety- 
pins. It may be due to an overheated bedroom, 
or one that is too cold, or to the lack of quiet and 
darkness. Some infants with very sensitive skin 
cannot sleep in a soiled or wet diaper. Quite obvi- 
ously, the treatment must be directed toward the 
education of the parents in rules of hygiene. Too 
much stress cannot be laid on the desirability of 
having each child in a room by itself (certainly 
in its own bed), the room to be well ventilated 
and dark when the child is put to sleep, his night 
clothes to be light and comfortable, and the bed 
covers to be light in weight and sufficient in 
amount to meet. the varying climatic conditions. 

4. Faulty Mental Hygiene.—Under this group- 
ing we shall list various forms of faulty manage- 
ment of children, which tend to upset them men- 
tally or emotionally to the point of interfering 
with restful sleep. 

In infancy, faulty sleeping habits are easily 
established and difficult to overcome. They should 
never be allowed to develop. The most common 
faults are overanxiety on the part of the mother, 
which results in the baby being picked up con- 
stantly on his slightest outcry. Often a pacifier 
is introduced, either into the mouth in the form 
of a nipple, or as a comforting plaything like a 
favorite toy animal or doll or a little quilt. Or 
perchance there may be a grandmother or an old 
family nurse to rock the baby to sleep. The even- 
tual breaking of these habits always means a 
period of great strain for the child, the family, 
and the doctor. 

To insure normal, peaceful sleep for children 
beyond the stage of infancy requires a thoughtful 
viewpoint on the part‘of the parents, and an 
understanding of the nature of each individual 
child. 

Unfortunately many parents are completely 
ignorant of the fact that the emotional experi- 
ences and mental perplexities that befall a child 
during the day may have an untoward effect upon 
its ability to fall into peaceful slumber. Over- 
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stimulation, as represented by a too ambitious 
school program, too many extracurricula activi- 
ties (dancing, music lessons, etc.), premature and 
untimely participation in social affairs and pleas- 
ures of the adult, unsuitable movies and radio pro- 
grams, are not conducive to restful sleep. Nor is 
unreasonable or unjust discipline, which is often 
imposed by a parent who has undergone some 
vexatious experience, and is “taking it out” on 
the child. The child of sensitive nature is espe- 
cially upset by such treatment. 

emotional shocks, such as are often produced 
by fright or the witnessing of some gruesome 
spectacle, are often the basis for some of the more 
serious disorders of sleep, such as night terrors. 
Many other factors could be recounted, but those 
mentioned above should suffice to emphasize the 
damaging effect of mismanagement. 


Treatment 


Treatment for the relief of disturbances of sleep 
caused by faulty mental hygiene obviously must 
be directed at the parents, who are usually di- 
rectly or indirectly responsible. The therapy is 
educational in nature. One must patiently and 
painstakingly point out how in each instance the 
particular form of mismanagement has been re- 
sponsible for the problem that has arisen, and 
that its cure can be brought about, not by the ad- 
ministration of drugs, but only by the institution 
of a thoughtful and intelligent program for the 
child. 

* * * 


II. FATIGUE AS A CAUSE OF SLEEPLESSNESS 
Henry E. Starrorp, M.D. (242 Moss Avenue, 
Oakland ).—Fatigue is the most common cause of 
a disturbed sleep pattern in childhood. It is well 
said that the tired child is the one who does not 
sleep; not the one who is getting too much rest. 
Sleeplessness and fatigue too often form a vicious 
cycle. The tired, irritable child with diminished 
appetite loses his ability to take advantage of an 
adequate amount of rest; insufficient sleep in turn 
results in fatigue. Superficially there would seem 
to be little difficulty in solving the problem by 
placing a child at rest for a sufficient length of 


time. Practically this is at best only a temporary 
expedient. Fatigue, as well as sleeplessness, is 
only a symptom. It is illogical to attempt the 


explanation of one symptom in terms of another. 
Until we have determined the cause of fatigue 
and corrected it, our problem remains unsolved. 
Consequently, any discussion of sleeplessness in 
childhood must be based upon an analysis of the 
underlying factors which produced fatigue. 

A faulty sleep pattern may be established early 
in life through faulty habit formation. The grow- 
ing infant needs regularity. The irregularity of, 
or variation in the length of rest period promptly 
becomes a habit, and the loss of much needed rest 
ultimately results in fatigue. In this way the first 
link in the vicious cycle may be welded in the 
first few months of life. When the child grows 
older, objections to the afternoon nap are invari- 
ably raised too early in every household. There 
is no way to make a child sleep, but no rapidly 
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growing individual should be excused from a mid- 
afternoon rest until the age of five, and longer 
in some children who tire easily. Such insistence 
is not often easy, but it may mean the difference 
between an irritable, restless child, and the one 
who lives a well-ordered happy life. Closely allied 
with the tendency to early elimination of the tap 
time, is the postponement of bed time at night. 
The late hour of a father’s homecoming is often 
responsible. His desire to see and play with the 
small offspring too often forms the necessary 
wedge for the delayed bed time. The one or more 
hours of needed rest are not made up in the morn- 
ing; the time of arising for the child remains 
unchanged. Valuable rest is lost. 

Selection of the place for sleep is as important 
as regularity. In an effort to obtain “fresh air,’ 
many infants are put to rest on a noisy porch or 
in a glaring garden. In either surrounding, com- 
plete relaxation is impossible. An airy, darkened 
room furnishes sufficient ventilation and tends to 
promote rest of necessary duration. Many chil- 
dren are allowed to play in the bed or pen in which 
they take their nap or sleep at night. Any infant 
whose routine of living is not yet established is 
easily confused. Consequently, when he is put 
down to rest in surroundings associated in his 
mind with play, confusion results. More often 
than not, activity, either physical or mental, con- 
tinues until sheer exhaustion drives him to sleep, 
and he slumps into some unnatural position to be 
found later uncovered and chilled. By the same 
token toys should never be placed in bed with a 
child. Too many covers, soft mattresses sloping 
to a hollow in the center of the bed, and pillows 
of all sizes and shapes play their part in disturb- 
ing the rest of the small infant and the runabout 
child. Too commonly parents will finally confess 
that their child is taken to bed with some older 
member of the household. This usually occurs 
toward morning, and often begins quite innocently 
during an illness or following some unusual event 
in the home. But it need happen only once or 
twice, and the child automatically awakens in 
order to move into another bed. In the same 
way habitual thumb suckers or blanket twisters 
arouse for varying lengths of time to practice 
their individual habit. Such incidents of mis- 
managed routine may seem trivial and even ridicu- 
lous. However, they are means of interfering with 
satisfactory rest; and so lead to fatigue and ulti- 
mately to sleeplessness. 

Infections play an equally major role in the 
production of fatigue. A child competently super- 

vised is kept in bed following an acute infection 
until all signs of fatigue have disappeared. Less 
commonly is it realized that there may be a con- 
nection between a chronic focus of infection and 
disturbed rest. Diseased tonsils and adenoids, in- 
fected sinuses, the invasion of the urinary tract 
by colon bacilli, enlargement of the hilum lymph 
nodes, tubercular or nonspecific thickening of the 
lung parenchyma result in symptoms similar to 
those of overexertion. Consequently the control 
of such chronic infections transforms the whiny, 
overexcited, restless child into a quiet, contented 
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individual with a normal sleep pattern. It is very 
difficult for many parents to realize that there 
may be a connection between infection and sleep- 
lessness. 

Associated with, and often combined with in- 
fection are allergic phenomena. Hypersensitive- 
ness to any allergen may produce fatigue and, 
consequently, sleeplessness in one of two ways. 
First, the mechanical blocking of the upper re- 
spiratory passages by the boggy, swollen mucous 
membrane of allergic rhinitis may awaken a child 
because of the resultant difficulty in breathing. 
Secondly, some of the less evident phases of in- 
creased sensitivity as, for example, the abdominal 
allergies may produce a sufficient amount of dis- 
comfort to interfere with rest. Reactions border- 
ing on the spectacular result in some children 
when an offending protein is removed from their 
diet, or an irritating inhalant is eliminated from 
their surroundings and disturbed rest is replaced 
by complete relaxation. 

Certain tired, sleepless children are described as 
“nervous” by parents, teachers, and nurses. The 
term itself 1s inadequate and inaccurate, largely 
because it connotes an inability of understanding 
and control. In reality the whiny, incorrigible 
child, given to frequent tantrums, has as a physi- 
cal basis a tired central nervous system from which 
originate incoérdinated stimuli. Among the com- 
mon and neglected causes of such fatigue are 
ocular refractive errors. It is a pertinent reason 
why every child should have a routine eye exami- 
nation by a competent oculist at the beginning of 
school training. In no other way can any but the 
glaring errors in sight be discovered and corrected. 
The eradication of such defects tends to reduce 
fatigue, diminish overstimulation and, incidentally, 
sleeplessness. 


Imbalance of the glands of internal secretion 
may play a part in the production of fatigue. 
Paramount among the better understood glandu- 
lar conditions predisposing to fatigue is hyper- 
thyroidism. It has become comparatively easy 
to diagnose the undernourished hyperactive indi- 
vidual with a high metabolic rate due to over- 
secretion of thyroid hormone. Many clinicians 
fail to realize that the same clinical picture, but 
with a low metabolic rate, is also found in hypo- 
thyroidism. Previous to the observations on skele- 
tal development in relation to thyroid activity, it 
was impossible to differentiate between increased 
or diminished activity of the thyroid in children 
under the age of eight years. Aside from the diffi- 
culties incident to the actual tests, the normal 
standards of basal metabolic rates below this age 
are inaccurate. Undoubtedly, as we learn more 
concerning the interrelationships between other 
glands of internal secretion many of the prob- 
lems now poorly understood will become clear-cut 
diagnoses. 

Fatigue posture, exemplified by underdeveloped 
thomboids, sway back, prominent abdomen and 
sagging head is usually effect rather than cause. 
Consequently, muscular training necessary to cor- 
rect such posture is usually insufficient in itself 
to permanently diminish fatigue. Conversely, the 
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elimination of the underlying factors of faulty 
posture without the training in proper muscular 
balance will leave the problem only half-solved. 

To summarize: disturbed sleep is, as a rule, a 
symptom of fatigue which in turn is dependent 
on a variety of underlying causes. As such, sleep- 
lessness becomes a real diagnostic problem. It 
cannot be solved by the simple expedient of 
placing the tired child at rest for a period of time. 
The solution only becomes clear following a com- 
plete history and physical examination fortified 
with indicated laboratory data. In no other way 
can the relative importance of chronic foci of in- 
fection, glandular imbalance, early habit forma- 
tion, allergy and congenital somatic defects, such 
as optical refractive errors, be evaluated. 


* * * 


Ill. SLEEP DISTURBANCES IN 


Guy L. Briss, M.D. (1723 East Third Street, 
Long Beach).—Every shild inherits his own indi- 
vidual sleep pattern. This pattern is disturbed, 
and then only temporarily, by strong im- 
pressions. In this discussion we are concerned 
only with the sleep disturbances of children who 
are both mentally and physically normal. During 
sleep the receptivity of the individual to sensory 
stimulation is greatly diminished, but motor activ- 
ity continues in an apparently automatic manner. 
It is conceded that the depth of the sleep is 
inversely proportional to the amount of sleep 
movement; hence, any factor causing excessive 
movements during sleep leads to sleep disorder. 
While there are many factors causing sleep dis- 
orders in children, I wish to mention only four. 
In this we are offering nothing new. These 
simple, every-day factors which cause so much 
disturbance in our children at night are such com- 
mon knowledge among pediatricians, we assume 
them to be common knowledge among the parents, 
and accordingly fail to emphasize them. 

1. Weather Temperatures on the Child.— It 
matters not whether it is the high temperature of 
a torrid summer night, or a poorly ventilated room, 
or an artificially overheated room, or too many 
blankets on the bed, the end-results are the same. 
The child’s motor activity is tremendously in- 
creased. He is continually thrashing and crawl- 
ing out from under the bed covers, in spite of the 
many patented gadgets and paraphernalia to re- 
strict him in the hot bed of discomfort. Parents 
are bound by the time-worn prejudices that a child 
might take cold if he is not covered heavily at 
night. The consensus of opinion, that no child 
gets sick or lowers its resistance by getting cold, 
is a fact which we often fail to make clear to the 
parents. The amount of heat and covers that any 
child needs is a very personal individual require- 
ment. We should instruct the parents how to 
determine the amount of heat and covers best 
suited to the individual child. 

2. Heavy Meals.——At night, within certain defi- 
nite limits, it does not matter so much what kinds 
of foods are taken, but the size of the meal is very 
important. A heavy meal at night, in the majority 
of children, is prone to cause not only excessive 
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motor activity, but terrifying dreams, crying out 
in sleep, and a constant turning in bed. The habit 
of a heavy meal at noon and a light meal at night, 
just enough to meet the child’s caloric require- 
ments, will help to relieve one of the child’s most 
common causes of sleep disorder. 


3. Bright Lights. — How many times we are 
called to a home to see why Johnny will not take 
a nap. We find him in bed, in a room with a 
south or west exposure, with the window shades 
up and the curtains drawn aside to let in all the 
sun and light possible. The mother realizes the 
importance of sun and is too literal and enthusi- 
astic in her attempt to give her boy both sunlight 
and a nap at the same time. A darkened room will 
give Johnny an autosuggestion of night, and he 
easily falls into a refreshing slumber. 





















4+. Notse——It is so silly that it seems asinine 
to mention, but legion are the mothers who expect 
Johnny to take a nap in a room where the blatant 
rasping voice of an advertiser rents the air, or 
they expect him to sleep in a room on the side of 
the home where a street-car squeals and rumbles 
by every ten minutes. 


The above mentioned factors are some of. those 
causing disorders of sleep, and have been common 
knowledge among all clinicians for years. Now 
the laboratory has come to our assistance and 
corroborated our observations with an electric re- 
cording device, called a hypnograph. Dr. Glenville 
Giddings, with the hypnograph, has shown that 
some of the factors mentioned causing excessive 
motor movement during sleep are positive influ- 
ences in causing disorders of sleep in normal 
children. 












The function of the pediatrician in preventive 
medicine is that of a teacher. Our problem is to 
overcome the ignorances, prejudices and super- 
stitions of the average parent, and to convey to 
them practical ideas ‘couched in sufficiently com- 
mon horse sense to be within the mental grasp 
of all. 













Corporate Practice of Optometry Illegal 
in Arisona; Injunction to Restrain Practice—The Funk 
Jewelry Company, a corporation, employed a licensed 
optometrist to examine eyes and to prescribe glasses. The 
state of Arizona, on the relation of the attorney general, 
instituted action to enjoin the corporation from practicing 
optometry. From an adverse judgment in the trial court, 
the corporation appealed to the Supreme Court of Ari- 
zona, 

The optometry practice act, said the court, prescribes 
certain qualifications to be possessed by applicants for 
licenses to practice optometry. These qualifications nec- 
essarily exclude a corporation from practice. It cannot 
qualify. It does not possess the necessary moral and in- 
tellectual qualities. The corporation, therefore, when it 
employed a registered optometrist as a part of its busi- 
ness to examine eyes and to prescribe glasses, violated 
the optometry act. It was apparently contended, however, 
that even though the corporate practice of optometry was 
illegal, an injunction would not lie to restrain that prac- 
tice. The optometry act, observed the court, prescribes 
no punishment for those who violate its provisions. Con- 
sequently, the ordinary criminal sanctions, such as fine 
and imprisonment, are not available to prevent continued 
violations of the act. Unless the writ of injunction is 
available, there is available no remedy to enforce the act. 
Furthermore, the court continued, while the civil process 
of injunction may not ordinarily be used to prohibit per- 
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sons from committing a crime, where the crime is a public 
nuisance or affects the interests of the state, injunctions 
will lie. State v. Smith (Ariz.), 29 P. (2d) 718, 31 P. 
(2d) 102, 92 A. L. R. 168. The tendency is to grant 
injunctions to prevent unlicensed persons from prac- 
ticing the professions. If the present action, said the 
court, had been brought by the state board of optom- 
etry or by members of the optometry profession, there 
would be no question of their right to maintain the 
action, in view of the trend of judicial opinion. The 
present action, however, was brought by the state, on 
the relation of the attorney general. The optometry 
act, continued the court, was passed for the general 
welfare of the people of the state. Its purpose is to 
protect the health of the people, and, while the state 
may not have any pecuniary interest in the enforce- 
ment of the act, it has a very much higher interest, 
and that is in the protection of the health and well 
being of its people. That being the case, it seemed to 
the court that the state, acting through the attorney 
general, could lawfully apply to the courts to exercise 
their equity powers to enjoin violations of the act. 

The corporation apparently further contended that 
the state board of optometry had entered into some 
kind of an agreement with the licensed optometrist 
whereby the board agreed that the optometrist might 
render the services for which he was employed for a 
limited length of time. Such an agreement, the court 
said, would not have the effect of suspending the re- 
quirements of the optometry act. Furthermore, the 
agreement did not purport to authorize the corpora- 
tion to practice optometry, and if it had, the agree- 
ment would have been void. 

The judgment of the trial court, granting the in- 
junction, was therefore affirmed. (Funk Jewelry Co. v. 
State ex rel. La Prade (Ariz.), 50 P. (2d) 945.)— 
Medicolegal Abstract, Journal of the American Medical 
Association. 


Compensation of Physicians: Liability of Third Per- 
son for Medical Services—The plaintiff, a physician, 
sued the defendant to obtain payment for medical services 
rendered a Negro employee of the defendant. The Negro, 
suffering from a gun-shot wound, was taken to a hospital 
owned and operated by the plaintiff. Immediately there- 
after the defendant came to the hospital and, according 
to the plaintiff, said: “If you will go ahead and take care 
of the case, I will pay the bill.” The testimony of several 
witnesses tended to corroborate the plaintiff. The defend- 
ant, however, denied that he had made the promise just 
noted and, from a judgment for the plaintiff, he appealed 
to the Supreme Court of Oklahoma. 


The Supreme Court, however, believed that the evi- 
dence reasonably tended to support the verdict of the jury. 
In May v. Roberts, 28 Okla. 619, 115 P. 771, relied on by 
the court in the present case, the plaintiff, a physician, 
brought suit for services rendered the wife of the defend- 
ant’s tenant. The defendant had requested the physician 
to visit the tenant’s wife and told him that he would see 
that the bill was paid. Such evidence was held to be com- 
petent and material and to establish a primary liability 
not within the statute of frauds. Finding no error in the 
record in the present case, the Supreme Court affirmed the 
judgment in favor of the physician. (Gloeckler v. Weedn 
(Okla.), 50 P. (2d) 634.) —Medicolegal Abstract, Journal 
of the American Medical Association. 


Workmen's Compensation Acts: Death from Sun- 
stroke—Death from exposure to the elements, including 
the heat of the summer and the cold of the winter, said 
the Supreme Court of Iowa, is not compensable if the 
hazard is the same to which the general public is exposed. 
For compensation to be recoverable for death from sun- 
stroke, the deceased must have been subjected to a greater 
hazard from heat than that to which the public generally 
in that locality was subjected. This distinction is recog- 
nized by all the authorities. Compensation was denied 
in this case. (Wax v. Des Moines Asphalt Paving Corpo- 
ration (Iowa), 263 N. W. 333.)—Medicolegal Abstract, 
Journal of the American Medical Association. 
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1936 ANNUAL SESSION: CORONADO 
MAY 25-29, 1936 


PROCEEDINGS OF THE FIRST GENERAL MEETING 
Monpay Mornine, May 25, 1936 


PRESIDENT PEERS: Ladies and Gentlemen, Members of 
the California Medical Association and of the Woman's 
Auxiliary: As president of the California Medical As- 
sociation, it is my official duty and pleasure to call to 
order the first general session of the sixty-fifth annual 
convention. 

At this time it gives me pleasure to present Dr. Benja- 
min F. Eager, president of the San Diego County Medical 
Society, who will give the address of welcome on behalf 
of the San Diego County Medical Society, our host 
on this occasion. Ladies and gentlemen, Doctor Eager. 
(Applause. ) 


7 t 7 


Doctor Eacer: President Peers, Distinguished Guests, 
Officers and Fellow Members of the California Medical 
Association: It is the pleasure of the San Diego County 
Medical Society to be host to this convention. Many com- 
mittees have worked for many months in order that your 
splendid program may go through with a maximum of 
efficiency and a minimum of inconvenience. Our distin- 
guished guest speakers, together with those who make up 
the rest of the program, give assurance of rare pleasure 
and profit to all those attending, the only difficulty being 
that we are unable to listen to two papers of particular 
interest at the same time. This year, more than ever 
before, all of our component societies are looking forward 
with especial interest to the work of the House of Dele- 
gates and of the Council in handling certain difficult 
problems, some of which are more or less peculiar to Cali- 
fornia. Doctor Shoulder of Tennessee, Assistant Speaker 
of the House of Delegates of the American Medical As- 
sociation, spoke ably and exhaustively at the Minnesota 
state meeting early this month, with the sole purpose of 
academically instructing the members on the evils of state 
medicine. We of California are faced with more immedi- 
ate and more concrete needs for action. Our local society 
has already voted for codperation with the state in the 
matter of hospital insurance, and, of course, may be 
counted upon for a share in the handling of the campaign 
against the antivivisection initiative, which is already on 
the ballot, and the increasingly difficult county hospital 
problems, and the basic science law, which is coming up 
in 1937. In this connection, I might say that several of 
us had the pleasure of meeting our editor, Doctor Kress, 
here some months ago, and we nearly wore him out with 
questions and arguments on this matter... . 

And now for the varied and often strange interludes of 
relaxation and entertainment. We of San Diego can offer 
such a variety that we can say with the old lady who 
kissed the cow, “Every fellow to his notion.” Besides 
golfing and bathing, which we had better say comes every 
day—yesterday and tomorrow—we have a distinctive 
sport, sword-fishing, which is fully equal to the famous 
tarpon fishing of Florida, and, incidentally, for the benefit 
of the fishermen, the game yellowtail is running beauti- 
fully right at the present time. Of course, you will want 
to visit the Hall of Medical Sciences and the other at- 


tractions at our Exposition, even though Sally Rand has 
been replaced by Ben Bernie. And for one of our out- 
standing attractions we have our military units: the 
Naval Hospital, which is probably the finest in the coun- 
try; the Naval Training Station; the Marine Base; Fort 
Rosecrans; and the flying units of North Island. All of 
these can best be explained to you by Captain Porter, 
who is Commanding Officer here at the Naval Hospital. 

The Mayor of San Diego yesterday tendered his best 
wishes to all the visiting doctors and, in contradistinction 
to Winchell, the keys to the city. The Chief of Police of 
Coronado, in a little heart-to-heart talk which we started, 
also tendered his very best codperation and the best keys 
he had. Thank you. (Applause.) 

Tue PresipENT: Thank you, Doctor Eager. I notice 
that Doctor Eager, like myself, is also a student of Rabe- 
lais, because those who have read Rabelais remember how 
he mentioned the old lady who kissed the cow. I am 
going to refer to Francois Rabelais a little later myself. 

The medical profession has always been proud of the 
service that has been rendered by members affiliated with 
the Army and the Navy of the United States, and the 
United States Public Health Service. These members, in 
their respective services, have made many contributions 
to the advancement of scientific medicine and, in recog- 
nition of this service, the California Medical Association 
deems it a privilege to present the Commanding Officer, 
F. V. Porter, of the Eleventh Naval District. Ladies and 
Gentlemen, Captain Porter. (Applause.) 
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Captain Porter: Mr. President and Members of the 
California State Medical Society, Distinguished Guests: 
I think your president slightly misled you as to my posi- 
tion. I am simply Commanding Officer of the Naval 
Hospital, which is only one of quite a few units in the 
San Diego vicinity. You see, there are the training sta- 
tion, the air station, the receiving station, and various 
other units. Although it is commonplace and quite super- 
fluous to say so, I feel very highly honored to be invited 
to this platform, and I want to express my thanks to your 
president, speaking not only for myself, but for the Navy 
and the Medical Corps, for his courtesy in extending to 
us the privilege of attending your meetings. San Diego 
is very largely a navy town, so I think it is not improper 
that I welcome to San Diego, on behalf of the Navy, the 
out-of-town members of your society. More particularly 
on behalf of the Commandant of this district, I want to 
extend a cordial welcome to them to visit the naval estab- 
lishments here, and to all of you I extend a most cordial 
invitation to visit our Navy’s one-thousand-bed hospital 
in San Diego. Both here and in the San Diego, San 
Pedro, and Long Beach areas, the Navy medical groups 
and the local medical groups make many contacts with 
each other, and I am happy to be able to say that these 
contacts are all friendly and cordial. Each group has 
much to offer the other, with mutual profit and satis- 
faction. However diverse may be our lives and our ways 
of livelihood, we have at least one great aim in common, 
the mission of caring for the sick and equipping our- 
selves; that is, equipping our minds, our hands, our stock 
of tools, and our materials, to carry out this mission 
always better than we have ever done in the past. We in 
the Navy Medical Corps in San Diego esteem it a dis- 
tinct privilege and opportunity to be able to attend the 
local medical society meetings and clinics in this area. 
We are happy to have local men attend our surgical and 
other clinics, and our weekly staff conferences at the hos- 
pital, and we would be more pleased if this exchange of 
meetings, attendance, consultation and visits, all of which 
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amount to exchange of ideas, could become much more 
extensive than it has been in the past. The Naval Hospi- 
tal here is the largest hospital this side of Los Angeles. 
It always has on hand a wealth of clinical material, often 
including diseases contracted in tropical and distant places. 
diseases seldom seen by civilian physicians. If some of 
you can find time to go with us on our ward rounds or 
into our work rooms, we may be able to show you some 
things, and I am certain that you could tell and show us 
many things. Again I want to give your society the 
Navy’s welcome to San Diego, and say that we are glad 
that your meeting this year is close enough to San Diego 
so that we of the Navy Medical Corps may meet with 
and make some acquaintance with you. (Applause. ) 

Tue Presment: Thank you very much, Captain 
Porter, for your cordial welcome. 

Doctor Warnshuis, secretary of the California Medical 
Association, has a few announcements to make. 


q 7 7 


Tue Secretary: Mr. President, Distinguished Guests, 
Members of the California Medical Association and Their 
Friends: You are all experiencing the efficiency of the 
profession of San Diego in the splendid arrangements 
that they have made for our comfort and for the success 
of this meeting. Their efficiency has extended so far that 
they have used their president in making his welcoming 
address as a source of some of the announcements of the 
secretary in order to fill out the time that was allotted 
to him, so I will not take much time in making my an- 
nouncements. Along late last fall the management of the 
San Diego Exposition, together with representatives of 
the San Diego County Medical Society, approached the 
officers and the Council of the California Medical Associ- 
ation, requesting them to assume the responsibility for a 
medical hall of science at San Diego. The San Diego 
County Medical Society, through a very efficient com- 
mittee headed by Dr. Lyell Kinney, with Doctor Geist- 
weit as secretary, has presented to the people of this 
nation (and I say “people of this nation” advisedly, be- 
cause they are visiting us here) a most outstanding 
demonstration of what medical science has and holds for 
the public welfare. I am sure that I have not the words 
to express the appreciation that should be felt by every 
member of our Association for this educational program 
that is being conducted now at the Fair, and which will 
continue until the ninth day of September. As a result 
of their activity, we have had tendered to us the control, 
supervision and censorship of the Medical Hall of Sci- 
ences at the San Francisco Fair in 1939; and the San 
Francisco Chamber of Commerce did not ask me to make 
that announcement. So it is the very earnest desire of 
the Council and the officers of this Association, and also 
the members of the San Diego County Medical Society, 
that every one of our members take the opportunity to 
go to this Exposition, and especially to see this medical 
exhibit in the Hall of Science. 

The very efficient Captain and Commanding Officer of 
the Naval Hospital has also trespassed upon the secre- 
tary’s announcements, and therefore I will not have to 
say very much in supplementing what he has extended 
to you—the most cordial invitation of the Navy Depart- 
ment, especially the Navy Medical Department; and may 
I say, also, that Surgeon-General Rossiter supplemented 
that invitation at Kansas City two weeks ago. 

The president’s dinner will be held tomorrow evening 
in the main dining room at 7:15 p. m. There will be a 
dinner that will last probably until about nine o'clock, 
when we will adjourn to this room, where we will at- 
tempt to entertain you for one hour upon this platform 
with some very talented representatives of the San Diego 
County Medical Society, and after their entertainment the 
floor will be cleared and those who wish to do so may 
dance. 

The House of Delegates convenes in this room at 7:30 
this evening, and the Council meets at two o'clock this 
afternoon. 

I am sure that this should serve as a very adequate and 
fitting introduction to the wonderful address that you are 
now going to hear from your president, Doctor Peers. 
Now it is my official duty to present to you the president 
of the California Medical Association, who will read his 
presidential address. 
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(President Peers read his presidential address.* ) 

At its conclusion the audience stood and applauded. 

7 7 vy 

Tue Presiwent: Thank you very much. This is just 
another evidence of how kind everybody has been to me 
through the whole year. 

It is now my duty and pleasure to introduce one of our 
guest speakers from without the state. As a tuberculosis 
worker for many years, it is a very great pleasure to me 
to have on our program this morning, and to be able to 
introduce, one of not only national but international repu- 
tation in tuberculosis work. Doctor Singer is going to 
speak to us this morning on “Newer Methods in the 
Treatment of Pulmonary Tuberculosis.” It is a pleasure 
to introduce Jacob J. Singer, M.D., associate professor 
of clinical medicine, Washington University School of 
Medicine, St. Louis. (Applause. ) 

7 7 7 

(Doctor Singer read a paper on “Newer Methods in 
the Treatment of Pulmonary Tuberculosis.” 7) 

Tue Present: Thank you, Doctor Singer. Those of 
you who do not know him as so many of us on the Coast 
do, understand why I spoke of him as a distinguished stu- 
dent of tuberculosis, nationally and internationally known. 
I think that was a wonderful address and we appreciate 
it very much. Doctor Singer has said that if anyone 
wishes to come up and talk with him after this session 
is concluded, he will be happy to have them do so. 

The meeting was adjourned by the president. 

HOUSE OF DELEGATES MINUTES 


Sixty-Fifth Annual Session—California Medical 
Association 


Minutes** of the meetings of May 25 and 27, 
Hotel del Coronado, Coronado, California. 


FIRST MEETING 
Monpay Eventnc, May 25, 1936 


1936: 


The first meeting of the House of Delegates of the 
California Medical Association was convened in the Ball- 
room, Hotel del Coronado, Coronado, California, on Mon- 
day, May 25, 1936, at 8:15 p. m., with the Speaker, 
William W. Roblee of Riverside presiding. 

THE SPEAKER: The House will be in order. The 
Speaker has appointed a Credentials Committee consist- 
ing of Doctors Askey, Dexter Ball, and Kelly Canelo. 
We will hear the preliminary report of that committee at 
this time. 

Dr. AsKeEY: Mr. Speaker, the report of the Creden- 
tials Committee is not complete at this time. There are 
ninety-nine members registered so far, which constitute 
a quorum. 

Tue SpeAKER: If there are no objections, the prelimi- 
nary report of the Credentials Committee will be accepted 
and the delegates will be seated. The Speaker hears no 
objections. It is so ordered. Mr. Secretary, call the roll. 

Tue Secretary: Mr. Speaker, I hold in my hand the 
signed attendance slips of ninety-nine accredited delegates. 
I suggest that these attendance slips be considered the 
roll call of the House for its first session. 

Tue SpreAKER: If there are no objections, that order 
will hold. A quorum of accredited delegates being pres- 
ent, the provisions of the Constitution and By-laws having 
been complied with, I now declare the House duly con- 
stituted and open for business. 


Appointment of Reference Committees 
Reference Committee No. 1 on “Reports of Officers and 
Committees, Both Regular and Special”—Eric Larson 
(chairman), Alfred Phillips, and Nathan Hale. 
Reference Committee No. 2 on “New and Miscellaneous 
Business and Resolutions’—Daniel Crosby (chairman), 
Morton Gibbons, Sr., and Ben O. Adams. 


* The address of President Robert Peers of Colfax was 
printed in the June issue of CALIFORNIA AND WESTERN 
MEDICINE, page 464. 

+ Doctor Singer’s paper will appear in a later issue of 
CALIFORNIA AND WESTERN MEDICINE. 

** Original minutes as taken by stenographers are on 
file in the central office of the Association. Because of 
lack of space in the official journal, some portions are not 
here printed. 
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Will the chairmen of the committees decide upon a 
place and time of meeting so that it can be announced a 
little later in the proceedings ? 


Introduction of President Peers 


Tue SPEAKER: | think if it were necessary for us to 
characterize in one phrase the administration that is just 
closing, we could say that it has been a friendly one. 
President Peers has gone about the state to the farthest 
corners, radiating good cheer and friendship wherever he 
went. His wife characterized him one time in my pres- 
ence in a very apt way. She said, “My husband never 
takes the trouble to dislike any man.” I think that is true. 
(Applause.) Doctor Peers’ friendly contacts over this 
state this year have meant much to organized medicine. 
Not infrequently he speaks of saying things “to the boys.” 
We are all his boys. President Peers, you may now have 
a few minutes to talk informally to your boys in a way 
that you could not do in the formal meeting this morning. 
Gentlemen of the House, your President. (Applause.) 


Remarks by President Robert A. Peers 


Tue Preswent: Mr. Speaker and Members of the 
House: I hope the speaker will allow me to talk to my 
girls as well as to my boys. There are quite a few of the 
girls here and some of them are delegates. J did not 
expect to talk to you tonight. I thought this morning that 
I had already sung my “swan song.” So all I want to say 
to you is that I have had a wonderful time. I told you 
that before, and I tell it to you again. I have had a won- 
derful time because I have had such perfect codperation 
from every member of the Council, every one of the gen- 
eral officers, from the presidents, secretaries and other 
officers of the county societies, and from the men and 
women of the county societies. I have had a splendid time 
because of this codperation, but I will feel a sense of 
relief, of course, when Wednesday night rolls around and 
I can turn the burden over onto Eddie Pallette’s shoul- 
ders. There will be a certain relief about that, but you 
know I am going to miss a lot of trips. I have had a 


wonderful time because you men and women throughout 
the state have made it so for me, and I thank you very 


much. (Applause.) 

THE SPEAKER: Mrs. Peers told me to tell you that she 
was having a nice sign painted saying, “Welcome home.” 

A little later in the evening, opportunity will be af- 
forded those who wish to introduce resolutions or amend- 
ments to the Constitution and By-laws. If you will have 
those ready, it will save some time and confusion. 

The next item on the docket is the report of the Council. 
The chair recognizes Dr. T. Henshaw Kelly, chairman 
of the Council. ( Applause.) 


Report of the Council 


Doctor Ket.ty: To the Speaker and House of Delegates, 
Greetings. There is hereby submitted to you, and through 
your members to the membership at large, this annual 
report of the Council. 

1. Foreword—Inasmuch as all the minutes of the Coun- 
cil meetings have been published from time to time during 
the year and constitute part of this report, the Council 
limits this annual report to general summarization, and 
certain comments and recommendations that it feels should 
receive special consideration by this House of Delegates. 

2. Finances.—The certified order of the Association’s 
financial transactions and resources is submitted as Ap- 
pendix A to this report. Your Council directs attention 
to an operating loss for the year of $26,968.20. This loss 
in operations and resources resulted from very implicit 
and unlimited action by, and instructions from the House 
of Delegates, and arose from the following extraordinary 
expenditures: The Committee of Five, $17,278.16; the 
Committee of Six, which dealt with the matter of the 
Senate Bill 454 in the 1935 Legislature, $4,736.19; and 
expenses connected with legislation, $10,921.10. The 
Council calls attention to the fact that the resources of the 
Association would have been further depleted to the ex- 
tent of $12,641.98 had it not been for actual savings made 
in administrative costs and authorized expenditures for 
other activities of the Association, by the careful super- 
vision and the experienced advice and work of the sec- 
retary-treasurer. This amount was actually saved by him 
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through studied purchasing, extra work, and careful at- 
tention to detail in the work of the Association in 1935. 
Delegates are informed that a poll of the members over- 
whelmingly favored an expenditure of approximately 
$35,000 to obtain the enactment of a qualifying certificate 
law by iniative legislation. This poll was taken before the 
decision of the Supreme Court upholding the law passed 
by the 1935 Legislature, requiring every voter to re- 
register in 1936. After this decision, expert opinion was 
against risking the initative this year, because of the 
limited time left to obtain the signatures and the danger 
of having too many of those obtained declared illegal. 
Therefore, the Council is preparing for the 1938 general 
election and the committee on the basic science act, or 
the qualifying certificate act, will further report to the 
House of Delegates through its chairman, Dr. George H. 
Kress. From information transmitted by the Committee 
on Public Policy and Legislation, it is anticipated that 
legislation in the interest of public welfare, and of interest 
to all members will be sought during the coming election 
and in the session of the 1937 Legislature. Additional 
funds will be necessary to oppose untoward legislation. 
The House of Delegates is further advised that pending 
court procedures in matters that concern the profession 
and its future will demand representation and added ex- 
pense. In view of these pending activities and the ex- 
penses that they incur, the Council recommends that care- 
ful and thoughtful consideration be given to devising 
means to meet these problems. The Council requests that 
the delegates determine whether funds be obtained by 
increasing the annual membership dues, or by the levy- 
ing of a membership assessment. Your consideration should 
make it apparent to every member that an increase in 
income is imperative for the Association’s solvency, as 
well as to enable it to function unhampered to the best 
interest of individual members and the future welfare of 
the profession of this state. Remembering that the dues 
are set annually by the House of Delegates, and that the 
Legislature meets in 1937 after the general election in 
November, 1936—at which time it is very likely that the 
county hospital initiative will be on the ballot—the Coun- 
cil recommends that the House of Delegates set the dues 
for 1937 at $15 per active member. 

3. Membership.—The secretary’s annual report records 
a total of 5,402 active members on January 1, 1936. It is 
estimated that this represents 8314 per cent of the qualified 
desirable physicians and surgeons of the state. This con 
clusively establishes that our Association is the represen- 
tative body of the licensed physicians and surgeons of the 
state, and, as such, that it is the mouthpiece of the pro- 
fession, authorized to speak for it in matters that concern 
its interest. There are. it is estimated, about one thousand 
physicians eligible for membership not now affiliated. The 
Council urges that every county society make a de- 
termined attempt to obtain the affiliation of all eligible 
and desirable physicians. 

4. Council Meetings—During the year the Council has 
held six meetings. Its minutes have been published in 
full. The Executive Committee has held three meetings 
and its minutes have also been published. The Council 
also initiated a County Secretaries’ Conference. The full 
report of that conference, which will now be an annual 
function, was published in the March issue of CALIFORNIA 
AND WESTERN Mepicrne. Individual reports of councilors 
will be found in the Pre-Convention Bulletin. They rep- 
resent a more intimate insight into the activities of each 
councilor district. In the opinion of the Council, there is 
an increasing interest being manifested by every constit- 
uent unit. This may be construed as indicative of approval 
of our Association’s program and policies. Generous credit 
is given to President Peers, President-elect Pallette, and 
the secretary for their time and labor in visiting every 
county society in presenting our policies and activities to 
these units, many of which had never been visited by a 
general officer of the Association. There is much evi- 
dence that members perceive in greater degree the value 
of membership, and what can be obtained by unity of 
purpose and action. 


5. Appeals. The decision of one component county so- 
ciety and the Council was reversed by the Judicial Coun- 
cil, the American Medical Association, largely because 
of differences in procedure contained in the Constitution 
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and By-laws of the component county society and the 
California Medical Association. The decision of the 
Judicial Council was published in CALIFORNIA AND 
WEsTERN Mepictne. The Council has received and heard 
appeals of certain members of two other component county 
societies from action by these societies, involving the 
membership of fourteen members. The Council wishes 
again to emphasize the necessity of prescribed procedures 
when disciplinary action is taken by a county society, and 
stresses the advisability of consultation with a district 
councilor and the secretary of the California Medical 
Association by the officers of the county medical society 
faced with disciplinary action. 


6. Malpractice Insurance-——The Standing Committee on 
Medical Defense has spent a great amount of time and 
effort in the study of the conditions existing in the field 
of malpractice insurance in California, and will render a 
report to this House of Delegates tonight. The experi- 
ence of many members has been such as to compel the 
Standing Committee and the Council to consider the for- 
mation of our own insurance carrier, and much thought 
and study have been given to this matter to be ready, if 
the situation becomes intolerable, to set up our own mal- 
practice insurance company. The California Medical As- 
sociation has had previous experience in this field, because 
from 1909 to 1923 medical legal defense was offered as a 
part of the benefits of membership in the Association. 
When this service was discontinued in 1923, a number of 
members, realizing the value of the experience gained in 
these years by the legal staff throughout the state that did 
this work, organized a small association known as the 
Medical Society of the State of California, which pro- 
vided its members with legal defense in any malpractice 
claim or suit. This society has been and is functioning 
steadily and quite satisfactorily to its members who have 
needed its service. The legal service that it gives repre- 
sents only the physician involved and does not divide its 
allegiance between the physician and his insurance carrier, 
whose interests are frequently not identical. A very close 
codperation exists today between this society and the mal- 
practice insurance carriers. Its greatest total membership 
was about 900 and this, because of apathy, the depression, 
and the failure of many men to appreciate the value of 
legal counsel serving only their interests in malpractice 
suits, was reduced to 404 by January 1, 1936. For the 
information of the members of this House, the officers and 
members of the Medical Society of the State of California 
are and must be selected from the membership of the 
California Medical Association, although the society is 
not a part of the Association. Membership in it now costs 
$10 a year, and is contingent upon membership in the 
California Medical Association and the possession of a 
valid policy for not less than $5,000 in an approved mal- 
practice insurance carrier. A brief statement of its activi- 
ties during its existence follows: From 1923 to 1935, 
forty-nine claims arising against members were disposed 
of, and 119 suits brought against members were disposed 
of, with only one case lost. The others were either dis- 
missed, won or settled with the consent of the physician 
and the insurance carrier involved. On January 1, 1936, 
there were still twenty cases and claims pending before 
the Society. Following the report of this Standing Com- 
mittee on Medical Defense, the House may give expression 
to its wishes in the matter, and the Council recommends 
that the House give authorization to the Council to take 
positive action when, in the Council’s opinion, the situa- 
tion demands it. 


7. Annual Sessions. The increasing attendance at our 
annual sessions, which is most gratifying, presents an 
important problem to the Council in selecting places with 
ample hotel and auditorium facilities. This fact is per- 
ceptible at this meeting. It is an obligation of the Asso- 
ciation to complete arrangements so that it is possible for 
every member who desires to attend to have suitable hotel 
accommodations, and that auditoriums are of such size as 
will permit his attendance at section and general meetings. 
The Council, following a communication from the Com- 
mittee on Scientific Work, appointed a special committee, 
consisting of Doctors Morton R. Gibbons, Lowell S. 
Goin, Lemuel P. Adams, John C. Ruddock, and Fred 
Gundrum, to survey our scientific sections, their status 
and possible amalgamation. The report of this committee 
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is presented as Appendix B. Following is the report of 
the Committee on Scientific Sections, the executive group. 
This committee was appointed in accordance with the 
request of the Committee on Scientific Work and section 
officers, to devise a plan or plans for submission to this 
House of Delegates, by which the multiplicity of scientific 
sections of meetings at the annual convention would be 
limited, and at the same time more members would be 
enabled to hear more papers and the general practitioner 
would have the opportunity to follow a more diversified 
program than at present. A plan was presented to the 
Council at its meeting on May 24, and it was realized that 
no plan could be adopted by the House of Delegates with 
the hope of general approval unless the sections them- 
selves had been consulted, and had had opportunity to 
study the problem. Accordingly, your committee asks for 
time to make adequate canvass of the sections, and sug- 
gests that the Council be authorized to make the necessary 
changes in system when, and if, a satisfactory plan is 
devised. Members of various sections are requested to 
give this matter their consideration, and to make recom- 
mendations to the Council of plans they think best. 


8. Amendments—In order that your Council may 
properly advance the expanding functions of the Associa- 
tion and insure efficiency, the Council recommends the 
adoption of the following amendment to the By-laws: 

Resolved, That Section 20 (a) of Chapter V of the By- 
laws of this Association be, and it is hereby amended by 
adding after the phrase, ‘the Committee on Industrial 
Practice and the Cancer Commission,” and before the 
phrase, “and the president,” contained in the first para- 
graph of said section, the following: “the Committee on 
Postgraduate Activities.” 


That is, to make the chairman of the Committee on Post- 
graduate Activities a member of the Committee on Pub- 
lic Relations. 

In order that the experience gained by the retiring 
president during his two years of service as president- 
elect and president may be utilized to the fullest extent 
by the Council and the incoming officers, President Peers 
has recommended, and the Council heartily concurs, that 
the following amendments to the Constitution be adopted 
so that the retiring president shall serve upon the Council 
for one year. President Peers requests the Council to 
state that because this cannot be acted upon for one year, 
being a constitutional amendment, he makes this recom- 
mendation gracefully and guiltlessly. The amendments 
proposed are: 

Resolved, That Section 1 of Article VII of the Constitu- 
tion of this Association be, and it is hereby amended by 
inserting in the first paragraph thereof, after the words, 
“the President,” the following: “the Past President’; and, 
be it further 

Resolved, That Section 1 of Article X of the Constitu- 
tion of this Association be, and it is hereby amended by 
inserting after the words, “a president,” the following: 
“a past president”; and, be it further 

Resolved, That Section 2 of said Article X of the Con- 
stitution of this Association, and the title thereto, be 
amended to read as follows: “Section 2. President-elect, 
When and How elected—Term of Office—Past President.— 
The House of Delegates at the regular annual session 
thereof shall elect the president-elect to serve until the ad- 
journment of the final meeting of the House of Delegates 
at its next regular annual session. At the conclusion of the 
final meeting of the House of Delegates at its next regular 
annual session, such president-elect shall assume the office 
of president and serve as such for the term of one year 
thereafter or until his successor assumes office. At the 
expiration of his term of office, the president shall become 
the past president and serve as such for the term of one 
year thereafter or until his successor assumes office” ; and, 
be it further 

Resolved, That Section 4 of Article X of the Constitution 
of this Association be, and it is hereby amended by insert- 
ing in the first paragraph thereof after the word, “presi- 
dent,” the following: “Past president.” 


I introduce these two sets of amendments for the Coun- 
cil. One can be acted upon Wednesday night. The one 
dealing with the past president has to stay on the table 
for a year, according to the provisions of the Constitution. 

9. County Hospitals—The persistent endeavors on the 
part of certain individuals and groups to secure authority 
to open county hospitals to all citizens regardless of their 
financial independence, constitute a grave situation and 
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problem. A special committee created at Yosemite by the 
House of Delegates, consisting of Doctors A. E. Ander- 
son, Louis Packard and Earl Moody, will render a report 
upon this subject, based upon an enormous amount of 
work and devoted study by the committee. The Council 
recommends careful perusal of this report by every mem- 
ber. The Council further recommends that this matter be 
given preference and first consideration by this House and 
the Council, and that the committee be continued to work 
through the Council and the Committee on Public Policy 
and Legislation. The Supreme Court refused to grant a 
hearing on the decision of the Apellate Court upholding 
the Kern County decision closing county hospitals to non- 
indigent patients and thereby made this the existing law 
in California. Supervisors in many counties, the grange 
and other farm organizations, and some labor organiza- 
tions, are circulating an initiative petition now that will 
in all probability be on the ballot in November of this 
year. The Council believes that this initiative contains 
the seeds of the most dangerous and fundamental changes 
in the practice of medicine ever presented to it, and urges 
that every facility be granted to oppose this initiative, 
and that every effort be put forth by physicians of Cali- 
fornia to prevent this proposed ruin of medical practice. 


10. Hospital Insurance—During the year, and following 
the passage of Assembly Bill 246 by the 1935 Legislature, 
there have been many discussions of the type of hospital 
service to be rendered by corporations formed under the 
provisions of this act. Consultations and meetings between 
the Committee on Public Relations and interested groups 
were held, and at the request of the Council, the Commit- 
tee on Public Relations formulated standards for proposed 
plans necessary for their approval by the California Medi- 
cal Association, referring always to the resolutions passed 
by the House of Delegates at its 1935 annual session, and 
dealing with proposed division of medical practice in the 
technical and professional fields. The Council, by resolu- 
tion, requested the delegates to the American Medical 
Association to introduce the following resolution into the 
House of Delegates of that Association: 

WueEnreas, Certain organized lay groups in this country 
are endeavoring to arrange for the provision of diagnostic 
medical services along with, and as a part of hospital 
services ; and 

WHEREAS, The provision of such diagnostic medical 
services will inevitably foster fundamental changes in the 
practice of medicine; and 

WHEREAS, Such changes in the practice of medicine may 
well result in deterioration of our present medical stand- 
ards, and especially in deterioration of the quality of 
medical care furnished to hospital patients; now, there- 
fore be it 

Resolved, That it is the official policy of the House of 
Delegates of the American Medical Association that it dis- 
approve of the division of any branch of medicine of the 
technical and professional portions; and be it further 

Resolved, That copies of this resolution shall be brought 
to the attention of the American Hospital Association and 
its afliliated groups, to the end that existing arrangements 
permitting division in medical practice be terminated as 
soon as possible. 

This resolution was introduced and the House of Dele- 
gates of the American Medical Association passed a 
resolution requiring all medical practice to be at all times 
under the immediate supervision of a doctor of medicine. 

The Council recommends that this House reaffirm this 
policy which it expressed by resolution at Yosemite. 

The Inter-coast Hospitalization Insurance Association 
was formed during the year from the Superior California 
Hospital Association, and is expanding rapidly. Satis- 
factory arrangements regarding the inclusion of case in- 
demnities for roentgenological, clinical pathological serv- 
ices in the policies are apparently imminent. 

The Alameda County Medical Association has been 
very active, and has raised, in conjunction with the asso- 
ciated hospitals, the necessary funds to form a corpora- 
tion of a mutual type, which it was considering in 1934 
and which served as a basis for the Council’s recom- 
mendation at Riverside in that year, for a state-wide hos- 
pital insurance plan. The Council hopes that every assist- 
ance will be given this plan and its operation, and stresses 
the importance of the consideration by other county socie- 
ties of a similar plan. The stabilization and control of 
these plans by the medical profession will do much to 
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protect the future of medicine and will prove to the public 
that medicine is alive to the needs of the sick and not a 
blind adherent to old economic forms in a rapidly chang- 
ing world. 

Hall of Medical Science, San Diego Fair—At the Pa- 
cific International Exposition there is a Hall of Medical 
Science, sponsored by the California Medical Association 
and the San Diego County Medical Society, which is ad- 
mittedly one of the two best buildings at the Exposition. 
The quality of this exhibit and its development are due 
in great part to the efforts of the committee of the San 
Diego County Medical Society, consisting of Doctors 
Lyell C. Kinney, W. H. Geistweit and Maynard C. 
Hardy, aided by the Advisory Committee of this Associa- 
tion, consisting of Doctors Clarence G. Toland, E. M. 
Pallette, John C. Ruddock, William Roblee, C. O. Tan- 
ner, Robert Peers, Frederick C. Warnshuis, and Fred B. 
Clarke. These members deserve the highest praise, and 
their success has placed in the hands of the California 
Medical Association medical exhibits for the fair to be 
held in San Francisco in 1939. 

As your interim governing body, the Council has sought 
to conform with the implied and recorded desires of this 
House. Opinions have been obtained from the member- 
ship by poll when considered advisable, and a studied 
effort has been made at all times to secure the greatest 
good for the entire Association. The Council extends its 
thanks to all members of the Association who have given 
so unselfishly of their time and effort. The election in 
the Fall, if the county hospital initiative is on the ballot, 
and the Legislature of 1937, to say nothing of changes 
and economic uncertainties in the practice of medicine, 
demand the earnest study of all physicians. The Council 
urges that every member of the California Medical Asso- 
ciation use every means to familiarize himself with our 
problems and, when decisions have been made and policies 
fixed, to work shoulder to shoulder with his fellows as 
physicians and citizens, to the end that the fine things of 
medicine shall be preserved to us and to our successors. 

Respectfully submitted, 
THE CoUNCIL. 
By T. Henshaw Kelly, Chairman. 

( Applause. ) 

Tue SPEAKER: Thank you, Doctor Kelly. This report 
of the Council will be referred to Reference Committee 
No. 1. The next item on the docket is the report of the 
Trustees. Doctor Kelly again, chairman of the Board. 


Report of the Trustees Of The California 
Medical Association 


Doctor Ketty: This report is very short and sweet. 
It consists of the auditor’s report of the Trustees, which 
is the holding company, as of December 15, 1935. 

(The balance sheet was read by Doctor Kelly, who 
stated it was subject to the attendant comments, and 
should be read in connection therewith. ) 

INCOME AND EXPENSE ACCOUNT 
INCOME: 

Interest on bonds............... 

Interest on savings accounts. . 

Gain on the surrender of government bonds...... 


o-ceee--- $1,426.34 


Total income for year 

IcxPENSE: 

Professional services Pane Fiseonesiesve 125.00 

Miscellaneous : ; ; pncindalincaeniaaaaiiie 22.07 

147.07 
ial Ay ten nea ....-$1,906.00 

On December 15, 1935, we held $25,000 in par value 
4 per cent U. S. Treasury bonds, and $14,000 of 314 per 
cent Treasury bonds, making a total par value of $39,000. 
The indicated market value on that date was $42,179.47. 

Respectfully submitted, 
T. HENSHAW KELLY. 


Total expense for year. tis aati 
Net profit for year... 


Reports of Officers and Committees 


Tue SpEAKER:, The reports of the officers and standing 
committees and some of the special committees have been 
published in the Pre-Convention Bulletin. If there are no 
objections, these committee reports will be referred to the 
following reference committee. The report of the Presi- 
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dent, the President-Elect, the Speaker, the Secretary, the 
Treasurer, the Editor, the Legal Department, the Coun- 
cilors, the Standing Committees, the Auditing Committee, 
the Cancer Commission, the Committee of Five, the Quali- 
fying Certificate Law Committee, the San Diego Expo- 
sition Committee, the Committee on Scientific Exhibits, 
the Committee on Scientific Sections, the Committee on 
Health Insurance, that is the Committee of Six, the Com- 
mittee on Tax-Supported Hospitals. These will all be re- 
ferred to Reference Committee No. 1. 


Doctor Ketty: If I may, I have a minority letter from 
one of the members of the Committee of Six which I 
think should be read. It was turned in too late to be 
included in the printed report of the committee. The 
minority report is by Dr. W. B. Coffey. 


Tue SPEAKER: All right, Doctor Kelly. What is the 
supplementary report? 

Doctor Ketty: Mr. Speaker, and Members of the 
House of Delegates: The tentative report of the Com- 
mittee of Six, which, as you know, was a committee cre- 
ated by the House at its special meeting, to deal with the 
matter of health insurance in the 1935 Legislature, was 
sent out to the members of the committee with the request 
to read it and send in any questions they might have in 
order to correct the report before it was finally published. 
Through a series of circumstances, Doctor Coffey’s letter 
dealing wtih his feelings in the matter of the report did 
not come in, and I think it is due him that we read the let- 
ter which he sent in as a supplement to the committee 
report. It reads: “To the chairman of the Committee of 
Six on Health Insurance: The tentative draft of your 
report to the President and House of Delegates of the 
Committee of Six on Health Insurance should, I believe, 
contain more facts. I do not believe that it is fair to 
place the blame on the California Legislature for what 
happened at Sacramento during and after the introduction 
and discussion of health insurance measures. Senator 
Edward H. Tickle, Leonard J. Difani, and the Co6drdi- 
nator-Secretary, Dr. S. J. Sullivan, are entitled to our 
full appreciation for their complete and unselfish codpera- 
tion. We cannot overlook the significant fact that the 
Senate passed a resolution signed by thirty-eight of the 
forty members of the Senate, the first paragraph of which 
reads: ‘Whereas, the development of more adequate 
health services at rates within reasonable reach of self- 
supporting individuals and families of small and moderate 
incomes, is essential to promote the comfort, health, safety, 
economic security, and general welfare of the people of the 
State of California.’ 

“The Senate resolution has added meaning when we 
know it was passed after Senate Bill 454 was mangled 
and strangled by members of the medical profession, aided 
and abetted by dentists, hospital associations and mem- 
bers of organizations supported by doctors. In the face 
of facts which are on survey in the Senate survey and 
the SERA survey, we would not only sully ourselves, 
but be guilty of dereliction of duty if we deserted the field 
and left a large number of people of California who are 
receiving inadequate care and the many who are given 
no medical care or hospital care at all, to shift for them- 
selves. 

“T wish to reémphasize what I said at the public hear- 
ing of the Senate Committee and at various meetings of 
the Committee of Six and other medical meetings. Until 
some sound method of distributing the cost of medical and 
hospital care is adopted and put into practice, (but not 
state medicine, to which I am strongly opposed), it is our 
duty as physicians to keep on working, no matter how 
much opposition we encounter from high or low places. 
Years ago, when workmen’s compensation insurance was 
first discussed, members of our profession in California 
and elsewhere were more divided than they are today on 
health insurance. They adopted the unfortunate policy 
then which they seem to be ready to repeat today. I 
pleaded with the representatives of my profession twenty- 
five years ago to keep in touch with, and interest them- 
selves in formulating, presenting and discussing work- 
men’s compensation laws to guard the welfare of the 
injured workers, and also not to trespass on the rights 
and duties of attending physicians. The profession refused 
to heed my advice. Those that were in official positions 
then thought they knew better. They were opposed to 
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workmen’s compensation insurance, and they thought they 
could frustrate and defeat those who were for it by pass- 
ing resolutions. As a result of such a futile policy, em- 
ployees, employers and physicians, as well as the general 
public, are still suffering from mistakes made that phy- 
sicians should and could have prevented. I believe we 
should give the Senate Committee, who are able and 
cooperative friends, with Senator Edward H. Tickle as 
chairman, our fullest codperation in developing a more 
adequate health service within reasonable reach of self- 
supporting individuals and families of small and moderate 
means. While bickering and disagreement continue in 
the ranks of our profession, medical service paid for by 
taxation, federal, state and county, continues to increase. 
It will not be long, due to this short-sighted policy, until 
the general public will no longer be interested in the dis- 
tribution of medical cost and the application of the insur- 
ance principle, for the simple reason that all citizens can 
receive medical care from these agencies, to the complete 
ruination of our profession and the permanent injury of 
public health.” I wish to submit this letter as a part of 
the report. 


Report of the Committee on Disciplinary Procedure 


THE SPEAKER: This minority report will also be re- 
ferred to Reference Committee No. 1. The report of the 
Committee on Disciplinary Procedures consists of a by- 
law only and will lie on the table until Wednesday night’s 
session, when it will be taken up for action. It is quite 
obvious from what Doctor Kelly has just read that it is 
very necessary that every delegate study the reports in 
this Pre-Convention Bulletin carefully. The Speaker 
would urge that upon you in order that we may come to 
the Wednesday night session, which is the all-important 
one, fully informed and ready to take such action as is 
proper and right. There is one other committee to re- 
port, Doctor Reinle’s Committee on Medical Defense. 
Doctor Reinle. (Applause.) 


Malpractice Insurance 


Doctor REInLE: Mr. Speaker: The committee was as- 
signed the task of investigating the medical defense in- 
surance condition within this state, to determine its rela- 
tion with the profession, and to suggest remedial policies 
if any should exist. We made a poll of the state societies 
and received some nine answers, and found conditions 
pretty much the same as in California, except in New 
York, where they issue a group insurance to part of their 
membership. The contacts were made by questionnaires 
sent to the entire membership, with representation of sev- 
eral prospective underwriters. That is, the membership 
of the California Medical Association received question- 
naires, and we had answers from 2,700. Also, with the 
Legal Department of this Association and with the officers 
of this Association to procure, the procedure was as fol- 
lows: First, the group plan. Prospective underwriters 
as brokers, stock company, mutual association, and re- 
ciprocal insurance, were given consideration. Second, is 
there at the present time an available medical defense and 
indemnity insurance to all members of this Association at 
a reasonable rate? Third, does necessity warrant the 
California Medical Association’s taking an incursion into 
the insurance field? Fourth, the important factor: Can the 
Medical Society of the State of California pay under 
present circumstances ? 

In the consideration of the group plan, the history is 
important. You will recall that similar efforts were made 
in the past, which resulted not in the improvement of the 
professional security of our members but merely in dis- 
sipating the funds which were contributed. The group 
plan is, and will ever be, a misnomer. The individual 
member simply has to refuse payment of his annual pay- 
ment and the group begins to break. The carrier company 
may and can terminate one and all policies by notifying 
each and all members thirty days before the anniversary 
date, or before the premium is due. The proscribing of 
such insurance is without cost to the carrier company and 
can be maintained one, two or three years, or when legal 
procedure costs and judgments exceed the premium in- 
comes. Then the premiums are increased or the plan is 
terminated by the carrier. This plan has interfered with 
legitimate insurance, and in every location has increased 
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premium rates in all companies. It may, however, be a 
solution of advantage in specialized groups, where pre- 
mium rates are necessarily higher on account of potential 
hazards, or in small groups that can better control its 
policy. The underwriters fail to show anything other than 
their own interest. They suggest that the Association buy 
something unsought and unseen. They would allow this 
Association all the financial responsibility. Our Legal 
Department discussed the lawful set-up of an anticipated 
desire of the Association instituting an insurance pro- 
gram in such forms as a stock company, a mutual asso- 
ciation, or reciprocal plan. Our counsel ‘stressed the im- 
portance of the necessity of impounding all shares of 
stock in order to maintain its control to the point where 
no stock transfer could be made without the sanction of 
the Board of Directors or Trustees. A definite purpose 
in that was, in case the stock should fall into an estate 
where it could be purchased by outsiders, that his advice 
was that this stock should all be in escrow. 

A mutual would be one in which the attorney-in-fact 
would have absolute control of the company, and a recip- 
rocal would be one in which the members would elect 
their Board of Directors. 

The counsel emphasized issuing the indemnity policies 
in the low brackets of $2,500 to $7,500 limit to each mem- 
ber, and a carrying charge equal to the now lowest com- 
mercial carrier. With reinsurance for any larger amount 
desired, he advised that the scope of insurance should 
spread to other fields of lesser hazards and be made to 
equalize the anticipated losses from the medical defense 
insurance; that is, that we would probably sell burglary 
and other liability insurance. 


With reference to the question of available insurance to 
the members of this Association, many members through- 
out the state have been confused. The fact confronts us 
that, while there are at least seventy-nine companies that 
could write this type of insurance, only four companies 
continue in this special field. However, the fact remains 
that there are four companies doing this business in Cali- 
iornia and it is possible for members in good standing and 
under the age of 65 to procure a defense and indemnity 
policy in the following brackets: $2,500 to $7,500 for 
$22; $5,000 to $15,000 for $27, and $10,000 to $30,000 
tor $37. Provided your insurance is kept in force, there 
will be no discontinuance on the part of the company 
carrier. 

The above statements seem to answer the question: 
“Why and where is the necessity for the California Medi- 
cal Association’s entering the insurance field?” Reasonable 
insurance is available. There is no attendant responsi- 
bility upon the officers and members of this Association, 
and let us remember first, last and all the time that our 
Association is not a plaything for any individual or group, 
but is essential to you, to me and to every one of us 
whose hopes are to practice medicine peacefully, profitably 
and happily. 


The officers of the Medical Society of the State of Cali- 
iornia will make a definite report to the House of Dele- 
gates and, possibly, methods will be instituted to bring it 
to the attention of the membership of our Association. 
Certainly there are many who are not aware of its virtues, 
as Doctor Kelly explained tonight, and the importance of 
insurance in it. It is where we are represented by our 
general counsel as its attorney, who cares for our inter- 
ests. It is well-officered and has a splendid legal depart- 
ment and offers, in addition, a brotherly service. It could 
be quickly evolved to meet any necessity, and I would 
like to state, at this time, that in this poll of the other 
state societies we find that the services rendered by the 
Medical Society of the State of California to us are at 
less cost than those rendered by any other society except 
one. The others charge considerably more, up to $24 per 
annum for the same service, or probably not as good, as 
is given us. Now in view of the fact that this committee 
can at the present time sense no necessity of the Associa- 
tion’s entering the insurance business, and since we find 
reasonable insurance available to the membership at pres- 
ent, we respectfully recommend to the House of Delegates 
that the subject of medical defense be deferred until such 
time as some warranted action becomes necessary; so 
that at any time when we cannot buy reasonable, adequate 
and satisfactory insurance, then, and then only, should 
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this Association enter the insurance business. I thank you. 
( Applause. ) 

Tue SPEAKER: This brief report in no wise gives you 
an adequate idea of the amount of work the committee 
has put in on this subject. They worked steadily and 
continuously, and their conclusions were not reached with- 
out very adequate consideration. This report will be re- 
ferred to Reference Committee No. 1. 


Report of the A.M. A. Delegates on the 
Kansas City Session 


The chair will recognize Doctor Best, who will give us 
a report from the delegates to the American Medical As- 
sociation convention held in Kansas City. Doctor Best. 


Doctor Best: Mr. Speaker, Officers, and Members of 
the House of Delegates: Your delegates at the 1936 
American Medical Association House of Delegates meet- 
ing in Kansas City consisted of Doctors Pallette, Dukes, 
Molony, Shepard, Scott, Kinney and Best. The delegates 
offer the following sketchy report of the proceedings at 
the House of Delegates. Doctor Pallette was elected 
chairman of the California delegates. Out of the seven 
California delegates, we were fortunate to have three ap- 
pointed on important reference committees. Doctor Dukes 
was appointed on the Reference Committee on Medical 
Education and Hospitals; Doctor Scott was appointed on 
the Reference Committee for Miscellaneous Business, and 
your speaker was appointed on the Reference Committee 
for Rules and Order of Business. Valuable assistance was 
rendered this year to the California delegates by the 
efforts of our secretary, Doctor Warnshuis, who was 
very active in contacting the various members of the 
House. I may state, as a passing note from President 
McLester’s address, the following is of interest, I think, to 
all of us: “It is becoming more apparent that doctors 
must become more and more public activity conscious.” 

Resolutions regarding a division of technical and pro- 
fessional services were presented by the Pennsylvania 
delegation and by the California delegation for the x-ray 
section. These were referred to the Committee on Medi- 
cal Education and Hospitals, and at the final session the 
House of Delegates voted that technical service was a 
form of medical service, and therefore not separate from 
medical services. This applies to x-ray and other serv- 
ices, such as pathology. 

Resolutions were introduced regarding the qualification 
of medical students, regarding the accrediting of hospitals 
for internship, and the status of students educated in for- 
eign medical schools. Doctor Molony was instrumental in 
one of these resolutions. 


As a matter of interest to some of us in California, it 
was the discussion of some of the New York delegation 
regarding the form of medical bar. A report was handed 
to each delegate, coming from the Legal Department, 
Doctor Woodward, revealing many arguments against 
such a set-up. 

As you probably all know, after a great deal of discus 
sion, which was deleted from the minutes, it was moved 
by the House of Delegates that Dr. Tate Mason be in- 
stalled as president of the American Medical Association 
in absentia. This motion was made by our president-elect, 
Doctor Pallette, and seconded by Doctor Molony. 

Regarding hospitals, the Committee on Medical Educa- 
tion and Hospitals considered it wise to insist on hospital 
staffs being members of the county society in order to 
qualify for intern training. It was also advised that 
medical schools devote a definite time to the teaching of 
medical economics. 

Of interest to us out West, a resolution was presented 
by Oregon regarding hospitals receiving patients from 
certain hospital staff doctors whose patients were obtained 
in questionable or unethical manner, such hospitals to be 
refused the right of the Class A rating, fifth year intern 
training. 

Another point of interest was a report by Doctor Carey 
which stated that consultation with the Federation of 


Labor brought forth the fact that labor does not want state 
medicine, and wishes to take care of its own medical prob- 
lems. 

An amendment to the by-laws of the American Medi- 
cal Association was offered, giving the Judicial Council 
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the power to try members of the American Medical Asso- 
ciation direct. 

Relating to the rating of hospitals in case of question 
regarding a hospital getting the proper rating, the com- 
plaint is to go to the state medical organization in which 
that hospital is located. 


It was resolved that doctors whose diplomas were 
granted in foreign lands must obtain a license to practice 
in the country of their education first, and then either 
serve a year of internship in a Class A hospital in this 
country or complete a fourth year in a Class A medical 
school. This is the resolution that was introduced by 
Doctor Molony. I thank you. (Applause.) 


Tue SpeAKER: Thank you, Doctor Best. 
Legal Counsel’s Report 


Our legal counsel has a supplementary report, and at 
its conclusion the speaker will ask him to introduce to 
you an invited guest. The councilors this morning asked 
Mr. Alfred Siemon, of Bakersfield, who has been in the 
thick of the fight in county hospital work there, and was 
our friend through all this time, and a friend of the tax- 
payers who sees things straight. He knows more about 
this subject, probably, than any man in California, and 
we have asked him to come and talk to us tonight about 
it. Mr. Hartley Peart, our attorney. ( Applause.) 


Mr. Peart: Mr. Speaker, President Peers, and Mem- 
bers of the House of Delegates: I will make this report 
very brief, as I have already printed the report of the 
department for the year. One or two matters have come 
up since the report was printed. 

Anesthesia Case—The first matter is the case brought 
by Doctor Chalmers-Francis and others of Los Angeles 
against a hospital there and a nurse. Mr. Leroy Ander- 
son, of Los Angeles, tried the case, and at the conclusion 
of the trial, which resulted unfortunately, the Council 
instructed us to assist on the appeal. Some of it was con- 
tained in our report, but since the report was published 
the Supreme Court, I regret to say, has decided the case 
against us. I would like to quote just a little bit from the 
opinion. We labored very hard on the briefs in this case, 
and were very happy to have the approval of Doctor Bots- 
ford and other anesthetists of San Francisco, and Doctor 
Francis and his counsel at Los Angeles, the counsel, of 
course, participating with us in the briefs. We thought 
that they were unanswerable, but the Supreme Court 
thought otherwise, and I want to call attention to what 
I think is the nub of this decision. They say: 

“There was much testimony as to the recognized prac- 
tice of permitting nurses to administer anesthetics and 
hypodermics. One of the plaintiff's witnesses testified to 
what seems to be the established and uniformly accepted 
practice and procedure followed by surgeons and nurses, 
and that is, that it is not diagnosing nor prescribing by 
the nurses within the meaning of the Medical Practice Act. 
We are led further to accept this practice and procedure 
as established when we consider the evidence of the many 
surgeons who supported the contention of the defendant 
nurse and whose qualifications to testify concerning the 
practice of medicine in this community and elsewhere 
were established beyond dispute.” 


The Council has not yet determined whether we are to 
proceed further in the matter. We were anxious to have 
the court rule on the question squarely as to whether or 
not a physician, as the plaintiff in this case, was entitled 
to an injunction to prevent a non-licensed person from 
practicing. The court, however, says that it is not nec- 
essary to the decision in this case to decide that par- 
ticular point. 

We were also anxious to have other matters, par- 
ticularly the matter of the delegation, if the court so rules 
and it is to be so understood in this decision, as to whether 
or not the delegation of a professional service can be made 
to a nurse or to any person other than a nurse, or at all. 

Pacific Employers’ Insurance Company.—Another case 
decided during the year in which we were more fortunate, 
and which is contained in the report, is the case of the 
Pacific Employers’ Insurance Company. For the first 
time in California, we have established that a corporation 
cannot practice medicine directly or indirectly. In justice 
to that company (and this is not set forth in the report, 
but perhaps should have been), I would like to state that, 
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following that decision the company modified and changed 
all the policies in conformity with the decision. 


It has been a very extraordinary year, and probably it 
is fitting that during the year a fundamental rule in mal- 
practice has been changed in this state. We have always 
assumed that the statute of limitations commenced to run 
from the date of the negligent act or omission. In the 
case of Keiswell v. Hirsh, a case arising in Los An- 
geles and handled by Mr. Gilbert’s office for the Medical 
Protective Company of Fort Wayne, the Supreme Court 
says that, where a tube is allowed to remain in the 
abdomen of the patient, according to testimony, the neg- 
ligence is continuing and is a repeated act of negligence 
for every day that the tube is allowed to remain there, 
and that the cause of action does not commence to run, 
so far as the statute is concerned, until the tube is re- 
moved. That is a very significant case for the members 
of the profession. 

Another case of importance is the one that has been 
referred to tonight, Goodall v. Bright, where we were 
successful in establishing that the county hospitals are to 
be limited to the use of indigents. The case has excited a 
great deal of attention throughout the state with some 
very amazing results, namely, in San Joaquin County, at 
least according to the newspapers, the Board of Super- 
visors said they would not recognize the decision. I do 
not know whether they are proceeding according to that 
statement or not. 

The Council requested me to telephone to Mr. Siemon 
today to ask him to come here, and he has flown from 
Bakersfield to give you first-hand information on condi- 
tions in Kern County. Mr. Siemon commenced this work 
for the Association a couple of years ago, and represented 
the plaintiff doctors and taxpayers in that action through- 
out the litigation. It was very strenuous litigation. He 
had to fight all the way, and it has been a great source 
of satisfaction to me to have commended him to the doc- 
tors for selection as their representative there. He is 
able, courageous, efficient, and a friend of the medical 
profession. I take great pleasure in presenting him to you. 
( Applause.) 

Mr. Alfred Siemon of Bakersfield was presented. His 
remarks will appear in a subsequent issue. 


THe Speaker: Are there other supplementary reports 
of committees or officers? If not, the next order of busi- 
ness is the introduction of Resolutions. 


Submittal of Resolutions by Delegates 

The chair recognizes Doctor Barrow of Los Angeles. 

Doctor Barrow: This resolution is presented to the 
House of Delegates for its consideration on Wednesday 
evening : 

Resolution No. 1: 
of Medical Services*. 

Tue SpeEAKER: This resolution will be referred to 
Reference Committee No. 2. 

The chair recognizes Doctor Anderson of Fresno. 

Dr. ANpDERSON: Mr. Speaker and Members of the 
House of Delegates: Your Committee on Tax-Supported 
Hospitals wishes to submit the following recommenda- 
tions : 

Resolution No. 2: Concerning County Hospitals. 

Tue SPEAKER: This resolution is referred to Refer- 
ence Committee No. 2. 

The chair recognizes Doctor Canelo of San Jose. 

Doctor CaneLto: The Santa Clara County Medical 
Society has unanimously requested that the delegates from 
that district present the following resolution: 

Resolution No. 3: Regarding Payment for Hospital 
and Medical Services When Rendered in Automobile 
Accidents. 

THE SPEAKER: This resolution is referred to Reference 
Committee No. 2. 

The chair recognizes Doctor Goin of Los Angeles. 

_ Doctor Gorn: I wish to submit the following resolu- 
tion: 

Resolution No. 4: On Procedure in Presenting Pro- 
posed Laws to the Legislature. 


On Hospital Insurance; Exclusion 





* This and other resolutions are not printed here, be- 


cause they are given as presented, and as amended, in the 
report of Reference Committee No. 2, which follows on 
page 86. 
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Tue SPEAKER: This resolution is referred to Reference 
Committee No. 2. 

The chair recognizes Doctor Chalmers-Francis of Los 
Angeles. 

Doctor CHALMERS-FRANCIS: The Anesthesiology Sec- 
tion of the California Medical Association respectfully 
submits to the House of Delegates the following : 

Resolution No. 5: On the Practice of Anesthesia as a 
Medical Service. 

THE SPEAKER: This resolution is referred to Reference 
Committee No. 2. 

The chair recognizes Doctor Chandler of San Fran- 
cisco. 

Doctor CHANDLER: The Board of Directors of the 
San Francisco County Medical Society has instructed its 
delegation to introduce the two following resolutions : 

Resolution No. 6: On Malignancy in Relation to in- 
dustrial Insurance. 

Resolution No. 7: 
porations. 

Tue SPEAKER: These two resolutions are referred to 
Reference Committee No. 2. 

The chair recognizes Doctor Stone of San Francisco. 

Doctor SToNE: I wish to introduce the following reso- 
lution to the House of Delegates: 

Resolution No. 8: Regarding Practice of Medicine by 
Corporations. 

Tue SpeAKER: This resolution is referred to Refer- 
ence Committee No. 2. If there are no other resolutions, 
is there any other business to come before the House be- 
fore it adjourns? 

Tue Secretary: Mr. Speaker, it is suggested, in view 
of the fact that the minutes of this meeting are being 
recorded, that these minutes be edited by the Speaker of 
the House of Delegates, the Chairman of the Council, and 
the Secretary, and thus constitute the minutes for this 
session. 

THe SPEAKER: 
will be made. 

(Announcements were made of the times and places for 
the meetings of the two Reference Committees. ) 

The meeting was adjourned at 11:00 p. m. 

7 7 7 
SECOND MEETING 
WEDNESDAY EvENING, May 27, 1936 


The second meeting of the House of Delegates of the 
California Medical Association was convened in the ball- 
room of the Hotel del Coronado, Coronado, California, on 
Wednesday, May 27, 1936, at 7:30 p. m., with the speaker, 
Dr. W. W. Roblee of Riverside presiding. 

The speaker instructed the secretary to call the roll. 

Tue Secretary: Mr. Speaker and Members of the 
House of Delegates: It is my unpleasant duty to advise 
the Speaker of the House that our esteemed president, 
Doctor Peers, was called to San Francisco this afternoon 
because of the very serious illness of his mother. With 
the consent of the House, I should like to recommend that 
we mark him present at this meeting. 

THE SPEAKER: It is so ordered. 

The secretary then called the roll. 

Tue SpeEAKER: The roll call is complete. There is a 
provision in the By-laws whereby if there be neither 
delegate nor alternate present, any other member of that 
county society who may be present can be seated. Are 
there any others who can be seated under that rule? If 
sO, announce them now. The call is complete. The House 
is open and deemed ready for business. 

I have a very pleasant announcement to make to you, 
one that you all have been anticipating. The next annual 
session of this convention will be held at Del Monte. 

THE SPEAKER: Permit me to remind every delegate 
who addresses the House to announce his name and his 
county. 

The next item of business on the docket is always a 
very interesting one. We have come to the election of 
officers for the ensuing year. The Speaker will entertain 
nominations for president-elect. 


Election of President-Elect 
Mr. Speaker, J. C. Geiger of San 


On Practice of Medicine by Cor- 


If there is no objection, that ruling 


Doctor GEIGER: 
Francisco. : ; 
Tue SPEAKER: Doctor Geiger of San Francisco. 
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Dr. GeicerR: Mr. Speaker, Members of the House of 
Delegates: It is my honor, and the honor of San Fran- 
cisco County, to nominate a colleague of standing in our 
community, a friend and a man that we are glad to honor 
tonight. It is my pleasure to nominate for president-elect 
Dr. Howard Morrow of San Francisco. (Applause.) 

Tue SpEAKER: Is there a second to Doctor Morrow's 
nomination ? 

Doctor SHOEMAKER: Mr. Speaker, Doctor Shoemaker 
of Los Angeles. 

THE SPEAKER: Doctor Shoemaker. 

Doctor SHOEMAKER: It gives me great pleasure to 
second the nomination of Dr. Howard Morrow. I feel 
that the unanimous support of this House of Delegates is 
due Doctor Morrow for his outstanding support of scien- 
tific medicine and for his knowledge of the medical prob- 
lems of the whole State of California. 

Doctor Gorn: Mr. Speaker, Doctor Goin of Los An- 
geles. 

THE SPEAKER: Doctor Goin. 

Doctor Gorn: Mr. Speaker, and members of the 
House: From time to time, but all too infrequently. 
there arises an opportunity to show honor to some man 
who has particularly distinguished himself in the field of 
medicine. In nominating Dr. Howard Morrow as presi- 
dent-elect of this Association, we are offering to a man 
who has long, faithfully, quietly and efficiently worked for 
organized medicine, and for the benefit of the California 
Medical Association, and in offering him this dignity we 
are conferring honor both upon ourselves and upon Doc- 
tor Morrow. I take pleasure in seconding Doctor Mor- 
row’s nomination. 

Tue SPEAKER: Are there any other seconds? Are there 
any other nominations? If not, the Speaker declares the 
nominations closed. How will you elect? 

Doctor REINLE: Mr. Speaker, Doctor Reinle of Oak- 
land. 

Tue SPEAKER: Doctor Reinle. 

Doctor REINLE: I move that the secretary cast the 
ballot. 

Tue SpEAKER: You have heard the motion that the 
secretary cast the ballot for Doctor Morrow as president- 
elect for the coming year. All those in favor say, aye. 
Contrary, no. The ayes have it. It is so ordered. 

THE SeEcrETARY: Mr. Speaker, your secretary does so 
cast. 

Tue SPEAKER: Doctor Morrow is elected. (Applause.) 
I appoint Dr. J. C. Geiger of San Francisco and Dr. 
George Kress of Los Angeles to bring Doctor Morrow 
to the platform. (Applause.) 

(Doctor Morrow is escorted to the platform.) 

Members of the House of Delegates: I present to you 
the president-elect of the California Medical Association, 
Dr. Howard Morrow of San Francisco. 

Doctor Morrow: Mr. Speaker, Members of the House 
of Delegates of the California Medical Association, Ladies, 
and Gentlemen: I greatly appreciate the honor which you 
have conferred upon me, and also of the privilege of being 
able to follow in the footsteps of President Pallette. 
I assure you that during my term of office I will always 
work hard for organized medicine. ( Applause.) 


Officers of the House of Delegates 

Tue SpeAKER: I turn the gavel over to the Vice- 
Speaker of the House, Doctor Graves. 

Tue Vick-SPEAKER: Nominations are in order for the 
Speaker of the House for the ensuing year. 

Doctor Dukes: Mr. Speaker, Doctor Dukes of Ala- 
meda. 

THE Vick-SPEAKER: Doctor Dukes. 

Doctor Dukes: Mr. Speaker and Members of the 
House of Delegates: In 1895 there stood upon a platform 
much larger than this a class about to graduate. One of 
the gentlemen in that class had on a long frock coat, a 
white tie and a white shirt. He has become a distinguished 
member of the medical profession. He has been honored 
as your Speaker for the past year, and it is with great 
pleasure that I again nominate my classmate, Will Roblee 
of Riverside for Speaker of this House. ( Applause.) 

Tue Vickt-SpEAKER: Is there a second to the nomi- 
nation? 
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Doctor Ketty: Mr. Speaker, Doctor Kelly of San 
Francisco. 

Doctor Ketty: Having listened to Doctor Duke’s 
nomination of Doctor Roblee, not having known Doctor 
Roblee until he forgot the white shirt but wore white 
whiskers, and having watched him preside Monday night 
and his performance tonight, I do not know of any better 
thing I can do than second Doctor Duke’s nomination of 
him for Speaker of our House of Delegates for the suc- 
ceeding year. (Applause.) 

It was moved and seconded that the nominations be 
closed and the ballot cast. The secretary cast the ballot. 

Tue Vice-SPEAKER: Doctor Roblee is declared the 
Speaker for the ensuing year. (Applause.) 

Doctor RosteE: Thank you, gentlemen. This is a busi- 
ness job you have handed me. There is a lot of business 
to do and we will proceed immediately to it. (Applause. ) 

We now have the nomination for vice-speaker. 

Mr. SPEAKER: Doctor Magan of Los Angeles. 

Doctor MaGcan: I desire, Mr. Speaker, to nominate for 
the vice-speakership, Dr. John Graves of San Francisco. 
( Applause. ) 

Tue SPEAKER: Is there any second? The motion was 
seconded. 

Tue SPEAKER: Are there any other nominations? If 
not, I declare the nominations closed. 

It was moved and seconded that the ballot be cast. The 
secretary cast the ballot. 

Tue SPEAKER: Doctor Graves will serve you for an- 
other year. (Applause. ) 

Doctor Graves: All I can say is, I thank you for the 
honor. (Applause.) 


Election of District Councilors 

Tue SPEAKER: We now proceed to the election of the 
councilor of the Second District. Dr. Carl R. Howson is 
the incumbent. Nominations are in order. 

Tue Secretary: Mr. Speaker, the delegates of the Los 
\ngeles County Medical Association, represented by 
Lowell S. Goin and Harlan Shoemaker of the Los An- 
geles County Medical Association, nominate Dr. Carl 
Howson for councilor of the Second District to succeed 
himself. (Applause.) The nomination was seconded :. 

Doctor SNuRE: Mr. Speaker, Henry Snure of Los 
Angeles. 

Tue SPEAKER: Doctor Snure. 

Doctor SNuRE: I move the nominations be closed and 
that the secretary cast the ballot for Dr. Carl Howson to 
succeed himself. Doctor Ullmann of Santa Barbara sec- 
onded the nomination. The secretary cast the ballot. 

Tue SPEAKER: Doctor Howson is elected. Stand up, 
Carl, and take a bow. (Applause.) 

Tue SPEAKER: A candidate to succeed the incumbent, 
Dr. Alfred L. Phillips, from the Fifth District. Nomi- 
nations are in order. 

Tue Secretary: I have the following communication: 
\ caucus of all seated delegates from the Fifth Councilor 
District was held and they have unanimously endorsed and 
hereby nominate C. Kelly Canelo as councilor for the 
Fifth Councilor District. Signed by the six delegates 
from that district. 

Tue SPEAKER: Are there other nominations? 

Doctor ScaTENA: Mr. Speaker, Doctor Scatena of 
Sacramento. 

Tue SPEAKER: Doctor Scatena of Sacramento. 

Doctor ScateNA: I wish to place in nomination a man 
who has served his district for many years, and one who 
has served the California Medical Association with integ- 
rity and honesty, Dr. Alfred L. Phillips of Santa Cruz. 
( Applause. ) 

THe Speaker: Dr. Alfred L. Phillips is placed in 
nomination. Are there any other nominations ? 

Doctor Ewer: Mr. Speaker, Doctor Ewer of Alameda 
County. 

Tue SPEAKER: Doctor Ewer of Alameda. 

Doctor Ewer: I take pleasure in seconding the nomi- 
nation of Doctor Phillips, who has long occupied that 
position well and ably. I do this on behalf of the dele- 
gates of Alameda County. (Applause.) 

Tue Speaker: Are there other nominations or seconds ? 

Doctor Larson: Mr. Speaker, Doctor Larson of Los 
Angeles. 
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Doctor Larson: I wish to endorse and second the 
nomination of Doctor Phillips. 

Docror Totanp: Mr. Speaker, Doctor Toland of Los 
Angeles. 

Tue SPEAKER: Doctor Toland of Los Angeles. 

Doctor ToLtanp: I rise to second the nomination of 
Doctor Phillips for councilor from the Fifth District. 

Tue SpeEAKER: Are there other nominations or seconds ? 

Doctor PowELLt: Mr. Speaker, Doctor Powell of San 
Joaquin. San Joaquin wishes to second the nomination of 
the man who has been nominated by the majority of the 
delegates in his own district. I want to second the nomi- 
nation of Doctor Canelo for councilor. 

It was moved and seconded that the nominations be 
closed. The Speaker named the following tellers: Doctors 
Best, Reinle, Powell, and Packard. 

Tue Secretary: Mr. Speaker, as a matter of record 
there are 135 delegates entitled to vote. 

The votes were tallied. 

Tue Secrerary: Mr. Speaker: Out of a possible 135 
votes, Doctor Canelo received 30, Doctor Phillips 103. 
( Applause. ) 

THE SPEAKER: Gentleman, by your vote you have 
elected Dr. Alfred C. Phillips to succeed himself as coun- 
cilor of the Fifth District. Doctor Phillips, will you 
stand up, please, and give us a good bow? (Applause.) 

The term of C. E. Schoff as councilor of the Eighth 
District is expired. Nominations are in order. 

Tue Secretary: Mr. Speaker, delegates of the Eighth 
District, meeting in caucus, beg to submit the name of 
Dr. C. E. Schoff as councilor for the Eighth District for 
the ensuing term. Signed by Dr. F. N. Scatena of Sacra- 
mento and all the other delegates of that district. Nomi- 
nation seconded. 

Tue Speaker: Are there any other nominations or 
seconds? If not, the nominations are declared closed. 

Doctor Reinle of Alameda moved that the secretary 
cast the ballot in favor of Doctor Schoff, and the motion 
was seconded by Dr. Carl Howson of Los Angeles. The 
ballot was cast. 

THe SPEAKER: The ayes have it and Doctor Schoff is 
declared elected. (Applause. ) 


Election of Councilors-at-Large 


Tue SPEAKER: The term of Dr. C. O. Tanner, coun- 
cilor-at-large, has expired. Nominations are in order for 
a successor to Doctor Tanner. 

Doctor McCLenpon: Mr. Speaker, Doctor McClendon 
of San Diego. 

Tre SPEAKER: Doctor McClendon of San Diego. 

Doctor McCienpon: I would like to place in nomina- 
tion again, as I did three years ago, the name of C. O. 
Tanner as councilor-at-large. 

Mr. Speaker: Is there a second to that nomination? 
Are there other nominations ? 

Doctor Barrow: Mr. Speaker, Doctor Barrow of San 
Diego. 

Tue SpeAKER: Doctor Barrow of San Diego. 

Doctor Barrow: As I had the pleasure three years 
ago to second the nomination of Doctor Tanner, in ex- 
pressing my own desires and those of the San Diego dele- 
gation, I take great pleasure in now seconding the nomi- 
nation of Doctor Tanner. 

Mr. SPEAKER: Are there other seconds or other nomi- 
nations? If not, the Speaker declares the nominations 
closed. How will you vote? 

It was moved and seconded that nominations be closed. 

Tue SPEAKER: The ayes have it. Doctor Tanner has 
been reélected to the position. ( Applause.) 

Tue SPEAKER: The term of T. Henshaw Kelly as a 
councilor-at-large has also expired. Nominations are in 
order. 

Tue Secretary: The delegates of the San Francisco 
Medical Society unanimously nominate Dr. T. Henshaw 
Kelly as councilor-at-large. Signed by Loren R. Chandler, 
chairman of the delegation. (Applause.) 

Doctor Motony: Mr. Speaker, Doctor Molony of Los 
Angeles. 

THE SPEAKER: Doctor Molony of Los Angeles. 

Doctor Motony: It gives me and, I am sure, also the 
members of the Los Angeles County and other Southern 
California delegations a great deal of pleasure to second 
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the nomination of Doctor Kelly. There is no one, I am 
sure, in this whole House of Delegates who more richly 
deserves reélection in the House of Delegates or as coun- 
cilor of this Association than Doctor Kelly. It is a very 
happy occasion for all of us that Doctor Kelly has been 
nominated for this position. (Applause.) 

THE SPEAKER: Are there other nominations ? 

Mr. SPEAKER: Doctor Chandler of San Francisco. 

Tue SPEAKER: Doctor Chandler. 

Doctor CHANDLER: It gives me more than pleasure, if 
that is possible, to second the nomination of T. Henshaw 
Kelly as councilor-at-large. He gives about ten times as 
much of his time to this Association as any man should 
be asked to give, and he gives about four times as much 
as he himself should give. It is a great pleasure to second 
the nomination of Doctor Kelly. 

It was moved and seconded that the nominations be 
closed. 

The secretary cast the ballot. 

THE SpeEAKER: Doctor Kelly is elected. (Applause. ) 
Election of Delegates to the American 
Medical Association 
We now come to the election of delegates to the Ameri- 
can Medical Association. The term of Dr. C. A. Dukes 

of Oakland has terminated. Nominations are in order. 

Doctor Crossy: Mr. Speaker, Doctor Crosby of Ala- 
meda County. 

Tue SPEAKER: Doctor Crosby of Alameda. 

Doctor CrosBpy: Perhaps there is no man who has been 
willing to give the time, and no man who retains the 
quintessence of the energy of that famous class of ’95 so 
well as the bald-headed incumbent whose term has now 
expired. We are amazed at the work, at the consistent 
energy and earnestness of Charlie Dukes in all of the 
things for the advancement of medicine that we are see- 
ing, and it is a great pleasure and a privilege to nominate 
him to succeed himself. (Applause.) 

Doctor Lawson of Alameda and Doctor Toland of Los 
Angeles seconded Doctor Duke’s nomination. 

Tue SPEAKER: Are there any other nominations? If 
not, we declare the nominations closed. It was moved and 
seconded that the secretary cast the ballot. The secretary 
did so cast. 

Tue SpEAKER: The ayes have it. Charles Dukes, for 
the glory of the class of 95, will you please stand? 

Clarence Toland’s term has also expired. Nominations 
are in order for that position. 

Doctor AskEY: Mr. Speaker, Doctor Askey of Los 
Angeles. 

Tue SPEAKER: Doctor Askey of Los Angeles. 

Doctor Askey: I am unable tonight to do justice to 
the man whose name I wish to present to this body. He 
is a man who is known to all of you, and who is loyed 
by all of us—a man who has done much for organized 
medicine in this State. I refer to our president-elect, 
Dr. Edward M. Pallette. ( Applause.) 

Tue SpeEAKER: Doctor Pallette is placed in nomina- 
tion. Are there other nominations or seconds? 

Doctor Larson: Mr. Speaker, Doctor Larson of Los 
Angeles. I second the nomination of Doctor Pallette. 

Tue SPEAKER: Doctor Larson of Los Angeles seconds. 
Are there others? Other nominations? If not, the Speaker 
declares the nominations closed. 

Doctor Kelly of San Francisco moved and Doctor 
Dukes of Alameda seconded the motion, that the secre- 
tary cast the ballot. The secretary did so cast. 

THE SPEAKER: You have elected Doctor Pallette. 
Doctor Pallette, will you stand and take another bow? 

Tue SPEAKER: The term of Junius B. Harris has 
expired. Nominations are in order. 

Docror Harris: Mr. Speaker, Doctor Harris of Sacra- 
mento. As an incumbent it is my privilege, and indeed it 
is my pleasure, to place in nomination to succeed myself 
one of the greatest men who has ever adorned the chair 
of presidency of our Association, and you all know I am 
nominating Dr. Bob Peers—Dr. Robert A. Peers of 
Colfax. When I do this, I am nominating the man who 
has gone the length and breadth of this State and has 
visited every medical society, unifying and codrdinating 

all the different factions that we have; a man who will, 
at our national meeting, lend force and dignity and add to 
the glory of the name of California. I am enthusiastic 
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and hopeful when I place in nomination the name of 
Robert A. Peers to succeed Junius Harris. 

THe SPEAKER: Dr. Robert A. Peers is nominated. 
there other nominations ? 

It was moved and seconded that the nominations be 
closed. The motion was made and seconded that the secre- 
tary cast the ballot. The secretary did so cast. 

Tue SPEAKER: You have elected Dr. Robert Peers. 

A successor to William R. Molony is next in line. 

Docror ApAMs: Mr. Speaker, Doctor Adams of River- 
side. 

Tue SPEAKER: Doctor Adams of Riverside. 

Doctor ApAMs: I want to afford myself the pleasure 
of placing in nomination for delegate to the American 
Medical Association for the ensuing term the name of a 
man who has served the people of the State of California, 
as well as the medical profession of this State, on the 
Board of Medical Examiners during the last twenty-three 
years. He has served as president of that board during 
the last few years. He has been a faithful, courageous 
and dynamic force on the floor as vice-counsel in the de- 
liberations for scientific medicine. Mr. Speaker, I afford 
myself the pleasure of nominating Dr. William R. Molony 
to succeed himself. 

This nomination was seconded. 

THE SPEAKER: Are there any other nominations? If 
not, the Chair declares the nominations closed. Doctor 
Howson moved and Doctor Askey seconded, that the 
secretary cast the ballot. The secretary did so cast. 

THe SpeAKER: Dr. William R. Molony has 
elected to succeed himself. 

The Speaker suggests that, inasmuch as it is quite un- 
necessary to have seconds, we speed this up a bit now by 
cutting out the seconds. 

Now an alternate for Doctor Dukes of Oakland. 

Doctor Makinson: Mr. Speaker, Doctor Makinson of 
Alameda. 

THE SPEAKER: Doctor Makinson of Alameda. 

Doctor Maxktnson: I wish to place in nomination a 
man whom you all know, who is well known throughout 
the state, who has served twenty-five years in the Council, 
a past president of the California Medical Association, 
none other than our good friend, Doctor Ewer, to suc- 
ceed himself. 

Tue SpeAKER: Are there 
Doctor Ewer is nominated. If there are no other nomi- 
nations, the Speaker declares the nominations closed. 
Doctor Crosby of Alame<la moved, and Doctor Reinle of 
Alameda seconded, that nominations be closed and the 
secretary cast the ballot. The secretary did so cast. 

THE SPEAKER: It is so ordered. 
elected. (Applause. ) 

An alternate in place of Dr. Edward M. Pallette. 

Doctor DANnrIEL: Mr. Speaker, Doctor Daniel of Los 
Angeles. 

THE SPEAKER: Doctor Daniel of Los Angeles. 

Doctor DANIEL: I wish to nominate a man who has 
been president of the California Medical Association and 
a man who has been on the Board of Councilors for years, 
Dr. William H. Kiger. ( Applause.) 

THE SPEAKER: Doctor Kiger is nominated. Are there 
other nominations? If not, the nominations are closed. 
It was moved by Doctor Askey of Los Angeles, and sec- 
onded by Doctor Kelly of San Francisco, that the ballot 
be cast. The secretary did so cast. 

Tue SPEAKER: You have elected William H. 
as alternate. ( Applause.) 

An alternate to Dr. Robert M. 
elected. 

Doctor ScHorF: Mr. Speaker, Doctor Schoff of Sacra- 
mento. We are quite famous in northern California for 
the adornments that some of our outstanding men attain 
up here. I refer particularly to their red heads. You 
have just listened to June Harris, the outgoing repre- 
sentative, make his nomination of Doctor Peers, who is 
also a redhead, and I in turn take pleasure in nominating 
as the alternate to Doctor Peers, Fred F. Gundrum of 

Sacramento. 


Tue SpeAKER: Fred F. Gundrum is nominated. Are 
there other nominations? If not, we declare the nomina- 
tions closed. Doctor Howson moved, and Doctor Dukes 
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seconded, that the secretary cast a unanimous ballot. The 
vote was taken. 

THE SPEAKER: 
( Applause. ) 

Nomination for alternate for William R. Molony is in 
order. 

Doctor REMMEN: 
Los Angeles. 

Tue SPEAKER: Doctor Remmen of Los Angeles. 

Doctor REMMEN: I have the honor to place in nomi- 
nation the name of one of our colleagues who has served 
long and faithfully on behalf of the Association, Dr. John 
C. Ruddock. 

Tue SPEAKER: John C. Ruddock is nominated. (Ap- 
plause.) Are there other nominations? If not, the nomi- 
nations are closed. Doctor Kelly of San Francisco moved, 
and Doctor Schaupp of San Francisco, seconded a motion 
that the secretary cast the ballot. 

Tue SPEAKER: The ayes have it. It is 
The secretary cast the ballot. 

I now turned the gavel over to the Vice-Speaker. 


Amendments to By-Laws: Disciplinary Code 
Vicrk-SPEAKER: The House will have the authority to 
add certain amendments to the by-laws, copies of which 
are to be found in the Pre-Convention Bulletin, and they 
will be presented by the chairman, Doctor Roblee, and 
your action will be asked after the reading of each amend- 
ment, 


Doctor Ros_te: Mr. Speaker, Gentlemen of the House: 
In consequence of the social and economic unrest that 
have developed in our land, and because of the reper- 
cussions thereof which have come to the members of our 
profession, not only have sharp differences of opinion de- 
veloped among us as to courses to be pursued, but in an 
increasing number of instances these have resulted in 
charges of unethical conduct against members of compo- 
nent county units. These hearings have developed the fact 
that there is now a total lack of uniformity in the various 
constitutions and by-laws dealing with this subject. It is 
very easy to enroll a man as a member of a county medi- 
cal society, but once he is in, he has established for him- 
self certain moral, professional and property rights that 
are of great value to him. He should be secure in those 
rights, so long as he conforms to the rules laid down by 
the organization, and the civil courts have confirmed this 
right in numerous cases on record. In our organization 
this right is provided for by appeals to the Council of the 
California Medical Association, thence to the Judicial 
Council of the American Medical Association; and it can 
be taken from thence to the civil courts. 


During the past two years your Council has heard sev- 
eral appeals from the decisions of the county societies. 
One case was carried to the American Medical Associ- 
ation, and there the decision was reversed entirely be- 
cause of mistakes made in procedure. Your Council ap- 
pointed a committee to survey this entire question, and at 
the Monday evening session of this House it offered a 
by-law which, if adopted, it feels will chart the course for 
the county units which, if accurately followed, will pro- 
tect the interests of all parties concerned. It covers every 
moral and legal requirement. This and other drafts of the 
by-law have been carefully reviewed by our attorney, the 
Council, and the Executive Committee, and its adoption 
is recommended. It will be necessary to amend the draft 
which you hold in your hands in a few details in view of 
certain experiences the Council has had in conducting 
some recent appeals that were before it. The adoption of 
this by-law will make it automatically a part of the by- 
laws of every component county society and the needed 
uniformity will be obtained. The warrant for this is found 
in Chapter I, Section 1 of the By-Laws of the California 
Medical Association. In order to effect a harmonious re- 
sult, and in order that the by-laws as amended may not 
lack organization, the following amendments take the form 
of, first, an outright repeal of Sections 2 to 5, inciusive, 
of Chapter II of the by-laws of the California Medical 
Association, and, second, a substitution therefor of new 
sections 2 to 5, inclusive, of Chapter II, incorporating 
sections governing disciplinary procedure in the compo- 
nent county societies, as well as disciplinary procedures 
in the California Medical Association itself. This method 


You have elected Dr. Fred Gundrum. 


Mr. Speaker, Doctor Remmen of 


so ordered. 
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makes the amendment somewhat bulky, but in the end it 
will avoid a great deal of the confusion that would neces- 
sarily arise if specific new sections should be added to 
Chapter II without regard to the resultant lack of organi- 
zation. Your committee offers this by-law: 

Resolved, That the by-laws of the California Medical 
Association be amended by striking out all of Sections 2, 
3, 4, and 5 of said Chapter II thereof and by inserting in 
lieu of said Sections 2, 3, 4, and 5 of Chapter II, new sec- 
tions to be numbered Sections 2, 3, 4, and 5, respectively, 
of said Chapter II and reading as follows: 

“Section 2. Termination of Membership. 

“(a) By Expulsion from Component County Societies.— 
Expulsion from any component county society, after due 
proceedings in accordance with these by-laws, upon be- 
coming final terminates all the rights and privileges in 
this Association of the member so expelled. 

‘‘(b) By Failure to Pay Dues.—If the annual assessment 
of dues, payable to this Association by any member of 
this Association, is not paid on or before April 1 of any 
year, such member shall automatically lose his member- 
ship in this Association as of April 1 of such year. The 
Council of this Association, in his discretion, upon pay- 
ment of such unpaid dues, and any other assessments or 
dues accruing thereafter, may at any time reinstate such 
member.”’ 


Mr. Speaker, I move the approval of the by-laws so 
far as read. 

VicE-SPEAKER: You have heard the by-law as read 
by the chairman of the Disciplinary Procedures Com- 
mittee. What is your pleasure? Will someone move its 
adoption? 

Doctor Best of San Francisco moved its adoption, and 
Doctor Askey of Los Angeles seconded. 

Vice-SPEAKER: It has been regularly moved and sec- 
onded that the amendment so far as read be adopted. Is 
there any debate? All those in favor signify by the usual 
sign. j 

Vick-SPEAKER: 

Doctor Ros.eE: 

“(c) By Revocation of Physician’s and Surgeon's Cer- 
tificate—Any active member whose license to practice 
medicine and surgery in the State of California is revoked 
shall, upon receipt of sufficient written evidence of such 
revocation and of its legal finality by the Secretary of this 
Association, thereupon cease to be a member of this As- 
sociation.”’ 


It is so ordered. 


Mr. Speaker, < move that the word “sufficient” in the 
third line be stricken out, and the words in the next line, 
“and of its legal finality,” be stricken out. 


VicE-SPEAKER: You have heard the motion. Is there 
a second? Doctor Larson of Los Angeles seconded. 

Vick-SPEAKER: Is there any debate? All those in 
favor signify by the usual sign. 

VicE-SPEAKER: It is so ordered. 

Doctor RosBLeE: 

“(d) Acts and Conduct Subjecting Member to Censure, 
Suspension or Expulsion by Component County Society.— 
Any active member of a component county society who 
has been adjudged guilty of a criminal offense involving 
moral turpitude, or who has been duly adjudged guilty by 
his society, in accordance with the procedural require- 
ments of these by-laws, of gross misconduct as a phy- 
sician or a surgeon or of a violation of any of the pro- 
visions of the constitution or by-laws or principles of 
professional conduct of his society or of the principles of 
medical ethics promulgated from time to time by this As- 
sociation or by the American Medical Association, shall 
be subject to censure, suspension or expulsion from his 
society by such component county society.’’ 


I am not going to move the adoption of these until we 
come to some deletions or changes. I shall pause for a 
moment after each paragraph, and if anyone has anything 
to offer on the subject rise and so state. 

““(e) Right of Committee on Membership and Organi- 
zation of this Association to Prefer Charges.—(This is a 
new section.) If a member of this Association is believed 
by the Committee on Membership and Organization of 
this Association to be guilty of conduct justifying cen- 
sure, suspension or expulsion from his component county 
society, said committee may prefer written charges in the 
form and in the manner hereinafter specified with the 
secretary of the accused member’s county society and 
may, through a member or members thereof, perform all 
acts that are reasonably necessary and proper in the 
prosecution of said charges.’ 
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That gives the California Medical Association, through 
its committee, an opportunity to initiate proceedings direct 
in case there is a flagrant violator of medical ethics 
against whom, for some reason or other, the county so- 
ciety does not feel itself ready to initiate charges. I will 
say that the American Medical Association beat us to it 
on this provision and adopted a similar provision at the 
last meeting, whereby the American Medical Association 
can also initiate proceedings direct against a member if 
it is deemed necessary. 

“Section 3. Procedure to Be Followed by Component 
County Societies with Respect to Involuntary Loss of 
Membership. 

“(a) Disciplinary Procedure for Component County So- 
cieties.—The procedure to be followed by each component 
county society with respect to the censure, suspension or 
termination of membership of a member shall be:”’ 


Mr. Speaker, I move that the words “termination of 
membership” be deleted and there be substituted therefor 
the word “expulsion.” 


Vice-SpPEAKER: You have heard the motion. 
a second? 


Doctor Scarboro of Fresno seconded the motion. 
_Vice-Sprraker: All those in favor signify by the usual 
sign. 

VIcE-SPEAKER: 

Doctor RoBLEE: 


“(1) Charges.—Formal Requirements.—A Formal Charge 
Must First Be Made.—Such charge must be in writing, 
signed by the accuser, and if made by a person other than 
a member of the Society must be sworn to before an 
officer of the State of California authorized to administer 
oaths. Charges must state the acts or conduct com- 
plained of with reasonable particularity. 

“(2) Charges. — Filing. —Secretary’s Duties.—Presenta- 
tion to Board of Directors (or Grievance Committee).— 
Charges must be filed with the secretary of the accused 
member's society. At the first regular or special meeting of 
the Board of Directors of such component county society 
held after charges are filed, the secretary must present 
said charges to the Board. The Board of Directors shall 
then or at any adjournment of said meeting, but not more 
than thirty days after the date of such regular or special 
meeting, consider the charges, and in its discretion deter- 
mine whether or not further proceedings shall be con- 
ducted. If the Board determines that no further action 
shall be taken, the charges shall be dismissed. 


Is there 


It is so ordered. 





Mr. Speaker, I move that between the words “mem- 
bers and society” in the third line of this paragraph the 
words “component county” be inserted. 

Vicr-SPEAKER: You have heard the motion. Is there 
a second? 

Doctor Mentzer of San Francisco seconded. 

VicrE-SPEAKER: Is there any debate? All those in 
favor signify by the usual sign. 

VickE-SPEAKER: It is so ordered. 

Doctor ROBLEE: 

‘If a component county society has no Board of Di- 
rectors and more than ten members, its members must, 
at a regular meeting of the Society, elect a grievance 
committee of not less than five (5) active members in 
good standing; two members shall be designated by the 
Society to serve for a period of one year, two members 
shall be designated to serve for a period of two years, and 
one member shall be designated to serve for a period of 
three years. At the expiration of the terms of office of 
the respective members of such committee, successors shall 
be elected in like manner to serve for a period of one 
year each. Such grievance committee shall exercise all 
the power and perform all the duties herein conferred upon 
boards of directors in the manner and within the times 
herein provided. If a society has less than eleven mem- 
bers, the entire society, exclusive of the accuser and 
accused, shall constitute the grievance committee. All 
references herein to board of directors shall be deemed to 
include boards of councilors, grievance committees, and 
component county societies of ten members or less.” 


Mr. Speaker, between the words “councilors” and 
“grievance committees” in the next to the last line of that 
paragraph, I move that we insert the words “and such.” 

Vice-SPEAKER: You have heard the motion. Is there 
a second? Doctor Howson of Los Angeles, seconded the 
motion. 

Vick-SpEAKER: All those in favor signify by the usual 
sign. 
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Vice-SPEAKER: It is so ordered. 


Doctor RoBLEE: 

(3) Service of Charge Upon Accused.—If the Board of 
Directors determines that further action, with respect to 
said charges, shall be taken, the Board must, within 
fifteen (15) days after such decision, cause a copy of the 
charges to be served upon the accused by personally de- 
livering a copy thereof to him, or by depositing a copy 
thereof in the United States mail, registered and ad- 
dressed to the accused either at his last known office or 
at his last known residence. 

“(4) Time and Place for Hearing.—-Service of Notice 
Thereof.—The Board of Directors shall, at said meeting 
at which its decision to proceed is made, fix a time and 
place for a hearing of said charges. Written notice of the 
time and place set for the hearing shall be served upon 
the accused within fifteen (15) days by personal delivery 
or registered mail.”’ 


Mr. Speaker, at this point I move the insertion of the 
words “as aforesaid.” 

VicE-SPEAKER: You have heard the motion. 
a second? 
Francisco. 

Vice-SpEAKER: All those in favor signify by the usual 
sign. 

VicE-SPEAKER: 

Doctor RoBLEE: 


“The time so set for a hearing shall be not less than 
fifteen (15) days after the accused has been served, as 
aforesaid, with a copy of the charges and with the notice 
of the time and place set for the hearing; said hearing 
must be held within the county in which the accused 
holds his county society membership. The hearing before 
the Board of Directors must actually commence within 
six months from the date of the filing of written charges. 
Failure to comply with this requirement shall constitute 
an automatic dismissal of the charges. 

(5) Right of Accused to Answer, Time to Answer, 
Formal Requirements.—The accused may, not less than 
five (5) days before the time set for a hearing, answer 
said charges. The answer shall be in writing and the 
original and three copies shall be filed with the secretary 
of the Society, provided, however, that the failure of the 
accused to answer shall not be deemed to be an admission 
of the truth of the charges or a waiver of the accused's 
right to a hearing with respect to said charges.”’ 


Is there 
Motion seconded by Doctor Kelly of San 


It is so ordered. 


We try to protect a man and at the same time to see 
that justice is done in other respects. 

“(6) Rules Governing Hearing.—Duties of Referee of 
Society, Advice As to Procedure Only.—The Board of Di- 
rectors shall give ample opportunity both to the accuser 
and the accused to be heard in person, and to present 
all testimony, evidence, or proofs which the accuser or 
the accused may deem necessary, provided that the Board 
may reject all testimony, evidence, or proofs, which in 
the judgment of the Board, are immaterial, irrelevant or 
unnecessarily repetitious. Neither the accused nor the 
accuser shall be represented by an attorney-at-law.”’ 


Mr. Speaker, I move that the last sentence “neither the 
accused nor the accuser shall be represented by an at- 
torney at law” be stricken out. 

VicE-SPEAKER: You have heard the motion. 
a second? The motion was seconded. 

Vicr-SpeaAkER: All those in favor will signify by the 
usual sign. 

VicE-SPEAKER: 

Doctor RoBLEE: 

“The Board in its discretion may be represented by a 
referee appointed by the Council or Executive Committee 
of this Association (that is the C. M.A.) to advise the 
Board, the officers of the Society, the accuser and the 
accused, with respect to procedure only. It shall be the 
duty of said referee to answer all procedural questions 
submitted by said persons and, on his own initiative, to 
call attention to any procedural errors.” 


Is there 


It is so ordered. 


Mr. Speaker, I move the insertion between the words 
“referee” and “appointed by the Council” of the follow- 
ing: “who may, but need not, be a member of this As- 
sociation, and who shall be.” 

Ordinarily the councilor of the district would serve as 
such a referee, but we feel that it may be that the society 
or the accused might desire an attorney. If so, it would 
be their privilege to have one. 

ViceE-SPEAKER: You have heard the motion. 
a second? The motion was seconded. 


Is there 
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Vice-SpEAKER: All those in favor signify by the usual 
sign. 

VicE-SPEAKER: 

Doctor RoBLEE: 

“(7) Record of Proceedings.—Shorthand Reporter Dis- 
cretionary.—Duty of Secretary to Preserve Record.—Right 
of Accused to Copy.—The secretary shall preserve the 
original of said charges with a certificate of personal de- 
livery or of mailing of a copy or copies thereof, as the 
case may be, the original notice of the time and place 
set for the hearing with a certificate of personal delivery 
or of mailing of a copy or copies thereof, as the case may 
be, and the original of the answer filed by any member 
accused if an answer be filed. At the hearing, the Board 
of Directors may, in its discretion, and at the expense of 
the Society, employ a competent shorthand reporter to 
record and transcribe into typewriting testimony adduced 
on behalf of the accuser and the accused. If the Board 
shall decide not to employ a reporter, then the secretary 
of the Society shall be present and shall keep and prepare 
a summary of all testimony adduced. The original charges 
with certificate of service thereof, the original notice of 
time and place for hearing with certificate of service 
thereof, the answer or answers, may be filed, if any be 
filed, all documentary evidence introduced at the hearing, 
all typewritten transcript of the testimony or the secre- 
tary’s typewritten summary, and the written decision of 
the Board of Directors shall constitute the record of the 
entire proceedings. The secretary shall, upon receipt of a 
sum sufficient to defray the cost thereof, cause a copy of 
such record to be transcribed and furnished to the ac- 
cused. The secretary shall keep such record and, in the 
event of an appeal to the Council of this Association. 
shall, upon the request of its secretary, transfer said 
record to the Council.”’ 

“(8) Decision of Board. — When Must Be Written. — 
Rules Governing Vote of Board.—The Board of Directors, 
after having given the accuser and the accused member 
full opportunity to be heard, shall conclude the hearing 
and shall render its decision in writing not more than 
thirty (30) days thereafter. Hearing shall include any 
oral arguments and the filing.” 


It is so ordered. 


Mr. Speaker, at this point I move we insert the words 
“and consideration.” 

Vice-SPEAKER: You have heard the motion. 
a second? Doctor Hamlin seconded the motion. 

Vice-SPEAKER: All those in favor signify by the usual 
sign. 

VicE-SPEAKER: 

Doctor RoBLEE : 
“and consideration of any written briefs. The Board of 
Directors by a two-thirds affirmative vote of all of the 
eligible members of the Board present and voting may 
exonerate or may censure, suspend or expel the accused 
member as the facts in its opinion may justify.” 


Is there 


It is so ordered. 


Mr. Speaker, at this point I desire to move the in- 
sertion of the following: “The decision of the Board of 
Directors may be expressed in resolution adopted by said 
vote. The decision may not contain an opinion and need 
only be signed by the secretary or the acting secretary of 
the component county society.” 

It was moved, seconded and ordered, that the amend- 
ment be accepted. 

Doctor RoBLeEE : 

“The failure of at least two-thirds of all the members 
of the Board of Directors present and voting to agree 
upon the disposition of the charges shall act automati- 
eally as a dismissal of the same. No member of the Board 
of Directors not present at the said hearings for the 
entire time thereof shall be entitled to vote with respect 
to the disposition of the charges.’’ 

(9) Suspension. — Maximum Period. — Status of Sus- 
pended Member.—If the Board of Directors shall deter- 
mine to suspend an accused member, the term of such 
suspension shall be within the discretion of the Board, 
provided that in no case shall a member be suspended for 
a period greater than one year. A suspended member 
shall have no rights or privileges in the Society, provided 
that at the expiration of the period of suspension such 
suspended member shall not be reinstated to membership 
in good standing until he applies for reinstatement and 
pays all dues accrued during said period of suspension.” 

(10) (a) Board's Decision.—Secretary to Send Covies.— 
Within ten (10) days after the decision of the Board of 
Directors, the secretary of the Society shall transmit a 
eopy of the decision to the Board, to the accused member 
or members and to the secretary of this Association.” 

“(b) Board’s Decision Final.—-Subject to Anpeal.—The 
action of the Board of Directors of a component society 
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shall be final, subject only to appeal to the Council of the 
California Medical Association in such cases as are pro- 
vided in these by-laws.”’ 

Mr. Speaker, I move the insertion at this point of the 
following: “The decision of the Board of Directors shall 
not become effective until the expiration of ten days after 
time during which an appeal may be taken to the Council 
of this Association. Filing an appeal with the secretary 
of this Association shall automatically stay the execution 
of the decision of the Board of Directors of the component 
county society until written notice of the action of the 
Council of this Association with respect to appeal has 
been received by the secretary of the component county 
society from which the appeal was taken.” 


VicE-SPEAKER: You have heard the motion. Is there 
a second? Doctor Toland of Los Angeles seconded the 
motion. 

VicE-SPEAKER: All those in favor signify by the usual 
sign. 

Vice-SPEAKER: 

Doctor Roser: 

“(c) Technical Rules of Evidence Not to Govern Dis- 
ciplinary Hearings.—All hearings with respect to the dis- 
position of charges against a member of a component 
county society shall be held and conducted in such man- 
ner as to ascertain all the facts fairly to the accuser and 
accused, eliminating all formal or technical rules and re- 
quirements which ordinarily pertain to judicial proceed- 
ings.”’ 

“(d) Members Agree that No Cause of Action Shall 
Accrue.—Any person so charged, censured, suspended, or 
expelled shall have no claim or cause of action against 
this Association, a component county society or any mem- 
ber, director, councilor or officer, thereof by reason of 
such charges, or the hearing or the consideration thereof 
or censure, Suspension or expulsion therefor.’’ 


It is so ordered. 


That would not prevent a suit being filed. You can 
file a suit for almost anything, but it would certainly go 
a long way in court in the protection of a member. 

“(e) Expelled Members.—Right to Apply for Member- 
ship.—When Accrues.—Any person whose membership has 
been involuntarily terminated in a component county so- 
ciety by reason of violation of these by-laws may apply 
for membership after the expiration of one year from the 
date said membership was terminated, and such applica- 
tion shall be considered in the same manner as a new 
application for membership.” 

“SECTION 4. Procedure for Appeal to Council. 

““A member of a component county society censured, 
suspended or expelled by his county society may appeal 
from the action of such component county society to the 
Council of this Association within the period of two 
months succeeding the date of such censure, suspension, 
or expulsion. Appeals shall be in writing and be filed 
within the said period of two months in the office of the 
secretary of this Association. Upon the filing of an appeal 
the secretary shall present it to the first subsequent meet- 
ing of the Executive Committee or the Council. Appeals 
shall be heard by the Council only after reasonable notice 
in writing of the time and place of the hearing of the 
appeal has been given to the appellant member and the 
president and secretary of the component county society.” 


Mr. Speaker, I move that after the word “notice” in 
the third to last line that the words “of not less than ten 
(10) days” and following the last word, “society,” “as 
provided in Section 3 hereof” be inserted. 


Vicr-SPEAKER: You have heard the motion. 
a second? Motion seconded. 


Is there 


Vice-SPEAKER: All those in favor signify by the usual 
sign. 


Vice-SPEAKER: 


It is so ordered. 
Doctor Rosire: 


“SECTION 5. Rules Governing Appeals. 

“In hearing appeals, the Council shall review all ques- 
tions of procedure, and may, in its discretion, review the 
evidence contained in the record of the original proceed- 
ings held before the Board of Directors of the component 
county society. The Council may make findings of fact 
contrary to, or in addition to, those made by said Board 
of Directors. Such findings may be based on the evidence 
adduced before said Board of Directors, either with or 
without the taking of evidence by the Council. The Coun- 
cil may, for the purpose of making such findings or for 
other purpose in the interest of justice, take additional 
evidence of or concerning facts material to the questions 
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involved, or may, for such purpose, appoint a committee 
of its members or any notary public to act as referees or 
referee for the taking of such additional evidence.” 

Mr. Speaker, at this point I desire to transpose para- 
graphs. The second paragraph of rules reading: 

“Such referee or referees shall render a report in writ- 
ing to the Council, which report shall contain a clear 
statement of the facts found by the referee or referees 
from the testimony or evidence adduced.” 

“The Council shall use any lawful means which in its 
judgment will best and most fairly present all the facts 
involved.”’ 


That paragraph goes farther up where it belongs. 

Motion seconded, vote taken and amendment duly or- 
dered. 

Doctor RosLEE: 

“The Council may affirm, reverse or modify the decision 
of the Board of Directors or make such other disposition 
of the proceedings as it may deem proper.”’ 

“In every case of an appeal the individual councilors 
and the Council, through a committee thereof, prior to 
any hearing being held upon the appeal, shall exert all 
proper efforts at conciliation and compromise.”’ 

“Neither the appellant member nor the component 
county society shall be represented by an attorney-at- 
law.” 

Mr. Speaker, | move the deletion of the last sentence. 
Motion seconded, vote taken and change in amendment 
duly ordered. 

Doctor RoBLEE: 

“This Association may be represented by its attorney 
to advise the Council upon procedural questions only.”’ 

“The decision of the Council shall be final and bind the 
appellant member and the component county society.”’ 


Doctor RosLEE: Gentlemen, there is a clear track to 
be followed. I move, Mr. Speaker, the adoption of the 
by-laws as amended. 

VicE-SPEAKER: You have heard the motion. 
a second? Motion seconded. 

VicE-SPEAKER: All those in favor signify by the usual 
sign. 

VicE-SPEAKER: It is so ordered. 

Thank you, Doctor Roblee. 

(The Speaker returned to the chair). 


Is there 


Committee Appointments 


Tue SPEAKER: We have now the announcement and 
approval of members of standing committees selected by 
the Council. 

Mr. Speaker, the secretary speaking. Before making 
this announcement, I would like to inform the members 
that by 5 o’clock this afternoon 1,098 members had regis- 
tered and seventy-one guest doctors from this and other 
states; there were sixty-seven exhibitors; there were 346 
members of the Auxiliary. The total registration at 5 
o'clock was 1,582. 

Mr. Speaker, I am directed by the Council to transmit 
to the House its nomination of the following appointees 
for the standing and special committees of the Associa- 
tion: 

Committee on Associated Societies and Technical Groups, 
Dr. William G. Geistweit, reappointed. 

Committee on Health and Public Instruction, W. R. P. 
Clark, San Francisco, reappointed. 

Committee on History and Obituaries, J. Marion Read 
of San Francisco, reappointed. Dr. Frank R. Makinson of 
Alameda County is made the chairman of the committee. 

Committee on Hospitals, Dispensaries and Clinics, Dan- 
iel R. Crosby of Oakland, reappointed. 

Committee on Industrial Practice, Mott R. Arnold, San 
Diego, reappointed. 

Committee on Medical Defense, Fred R. De Lappe of 
Modesto, reappointed. 

Committee on Medical Economics, William R. Molony, 
Sr. of Los Angeles, reappointed. 

Committee on Medical Education and Medical Institu- 
tions, Loren R. Chandler, chairman, reappointed. 

Committee on Membership and Organization.—At the 
request of Doctor McGavack, who desires to be relieved 
from committee duty, the Council nominates and transmits 
the name of Dr. Don L. Pratt. 

Committee on Postgraduate Activities, Clarence G. To- 
land, reappointed as chairman of the committee. 

Committee on Publications, Oscar Reiss of Los Angeles, 
reappointed. 
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Committee on Public Policy and Legislation.—Replacing 
Fred R. De Lappe of Modesto, T. Henshaw Kelly of San 
Francisco. 

Committee on Scientific Work, Secretary of the Section 
on General Medicine and Secretary of the Section on Gen- 
eral Surgery. Their names have not yet been transmitted 
to the secretary. The President of the Association nomi- 

s : 3 
nates and recommends the appointment of the following 
three members to fill the terms of members whose terms 
of office has expired: 

Harold Brunn of San Francisco; Henry J. Ullman of 
Santa Barbara; Clarence G. Toland of Los Angeles. 


THe SpeAKER: You have heard the report of the 
Council in this matter. What is your pleasure? 

Dr. S. H. Mentzer, San Francisco, moved and Doctor 
Anderson, Fresno, seconded that the appointments be ap- 
proved. 

Tue SPEAKER: All those in favor say aye. 

* * x 


Report of Reference Committee No. 1: On Reports of 
Officers and Committees 


THE SPEAKER: We will now have the report of the 
Reference Committees. Reference Committee No. 1 on 
the Reports of Officers and Committees. I recognize Dr. 
Eric Larson, chairman of the committee. 

Doctor Larson: Mr. Speaker, members of the House 
of Delegates: Your Reference Committee on Reports of 
Officers and Standing and Special Committees desires to 
present the following report to the House of Delegates 
for its approval. 

Doctor Larson read the report, which was accepted as 
read and as follows: 

Mr. Speaker and Members of the House of Delegates: 
Your Reference Committee on Reports of Officers and 
Standing and Special Committees desires to present the 
following report to the House of Delegates for its ap- 
proval : 

Report of the President—Your Reference Committee 
commends President Peers for having conducted the af- 
fairs of the Association in a most able manner. He has 
visited every corner of the state, and has brought cheer- 
fulness to and closer codperation between the component 
societies and the parent body. It is leadership such as 
this that makes for progress and unity in the affairs of 
the California Medical Association. He has stressed the 
necessity for enlarging our membership to include many 
qualified physicians who should take an active part in our 
organization. Your Committee recommends that every 
county society should be visited in like manner each year 
by the officers, to obtain an increasing measure of the 
cooperation which our president has this year received. 

Report of the President-Elect—It is the Reference 
Committee’s opinion that our president-elect is completely 
qualified to carry on the work in a manner as efficient as 
has his predecessor. He has had many years of active and 
constructive leadership in our association and at this 
particular time we are most fortunate in having such an 
individual to carry on the affairs of our organization. 
We feel certain that he will choose able and efficient 
committee members to assist him in the solution of dif- 
ficult problems. 

Report of the Council_—In reviewing the financial re- 
port of the Society for the past year it is obvious that 
the expenditures have been so far in excess of the re- 
sources that careful consideration will be necessary in 
the future in order that our financial status may increase 
its security. The financial statement of this last year 
reveals a deficit. This deficit was largely due to the de- 
mands of the House of Delegates upon the Council. In 
the future, careful consideration by the House of Dele- 
gates should be given to any expenditures in a sum larger 
than the annual income, in order that a proper balance 
be maintained in the treasury. The surplus, which is less 
than it has been for a number of years, should be in- 
creased as rapidly as possible to meet such emergencies 
as will occur. 

During the past year our secretary-treasurer, by able 
and efficient management of our medical association, has 
saved $12,641.98, for which he is to be commended. Your 
Reference Committee feels that as our organization in- 
creases, even greater savings and earnings may he ef- 
fected. 
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This committee believes that the Council acted judi- 
ciously in avoiding a possible expenditure of $35,000 in 
the Qualifying Certificate Law, and is to be commended 
for this action. 

The Reference Committee approves the Council’s rec- 
ommendation to increase the annual dues to $15 a year. 

Bearing in mind the ever-important matter of economy, 
we believe that the expense incurred by one annual meet- 
ing of the county secretaries, which is not excessive, is 
probably justified. 

Appeals—Your Reference Committee commends the 
Council’s advice to have consultation with the district 
councilor and the secretary of the California Medical As- 
sociation in matters where disciplinary action is con- 
templated by any county society. 

Malpractice Insurance. — The Reference Committee 
thanks the Council for its efforts in making an extensive 
study by the Council and a special committee on the 
problem of. malpractice insurance. 


Amendments—Your Reference Committee presents an 
amendment to the By-Laws introduced by the Council 
which may properly advance the expanding functions of 
the Association to insure efficiency. It provides that the 
chairman of the Committee on Postgraduate Activities be 
a member of the Public Relations Committee. The 
amendment reads as follows: 

Resolved, That Section 20 (a) of Chapter V of the By- 
laws of this Association be and is hereby amended by 
adding after the phrase “The Committee on Industrial 
Practice and the Cancer Commission” and before the 
phrase “and the President,” contained in the first para- 
graph of said Section, the following: 

“The Committee on Postgraduate Activities.’ 


Proposed Amendment to Constitution: 


Your Reference Committee presents an amendment to 
the Constitution, introduced by the Council. This amend- 
ment places the immediate past president on the Council 
for the period of one year. Your Reference Committee 
recommends the adoption of this amendment, because we 
think that the experience gained by the president while 
visiting every component county society in the State of 
California is of invaluable aid in the solution of prob- 
lems which may develop in the subsequent year. 

This amendment cannot be finally passed until the next 
annual meeting of the House of Delegates. 

The amendment reads as follows: 

Resolved, That Section 1 of Article VII of the Consti- 
tution of this Association be and is hereby amended by 
inserting in the first paragraph thereof after the words 
“the president” the following: 

“The past president”; and, be it further 

Resolved, That Section 8 of Article VII of the Consti- 
tution of this Association be and is hereby amended by 
inserting after the words “the president” the following: 

“The past president’; and, be it further 

Resolved, That Section 1 of Article X of the Constitu- 
tion of this Association be and is hereby amended by in- 
serting after the words ‘‘a president’”’ the following: 

“A past president”; and, be it further 

Resolved, That Section 2 of said Article X of the Con- 
stitution of this Association and the title thereto be 
amended to read as follows: 

“Section 2—President-Elect, 
term of office. Past president. 

“The House of Delegates at the regular annual session 
thereof shall elect the president-elect to serve until the 
adjournment of the final meeting of the House of Dele- 
gates at its next rerular annual At the conclu- 
sion of the final meeting of the House of Delegates at its 
next regular annual session, such president-elect shall 
assume the office of president, and serve as such for the 
term of one year thereafter, or until his successor as- 
sumes office. 

“At the expiration of his term of office the president 
shall become the past president and serve as such for a 
term of one year thereafter, or until his successor assumes 
office”; and, be it further 

Resolved, That Section 4 of Article X of the Constitu- 
tion of this Association be and is hereby amended by in- 
serting in the first paragraph thereof after the word 
“president” the following: 

“Past president.” 


when and how elected; 


session. 


County Hospitals—The report concerning county hos- 
pitals is of such vital interest, and entails so much thought 
and judicious action that the Reference Committee does 
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not feel that it is wise enough to make any particular 
comment, except that the Council continue to exert its 
best efforts in whatever manner it sees fit, even though 
it entails unexpected expenditures. We believe that every 
member of the House of Delegates who is alive to this 
problem, well explained by Mr. Siemon at the Monday 
evening meeting in a lengthy and comprehensive digest 
in its several phases, will support the Council in its ac- 
tivities in this regard. 

Hospital Insurance—Your Reference Committee ap- 
proves the activities of the Council in regard to the hos- 
pital insurance problem. This phase of projected sociali- 
zation, involving as it does so many schemes promoted 
by laymen at the expense of our profession, requires 
diligent and comprehensive consideration on the part of 
the medical profession. In order to solve the problem we 
feel that a plan should be presented which would not only 
make x-ray and laboratory functions those of a doctor, 
but would explain how he is to be paid. We recommend 
that the Council work out a plan or plans with the 
cooperation of the hospital and the specialists concerned. 
We approve of the Council’s desire to have a fundamental 
plan which would be workable in its main tenets in all 
counties. However, we also realize that a problem in 
one county may not be applicable to another county. This 
may be because of the difference in the geographic loca- 
tion, the political situation at the moment, the resources 
of the people of the county and the energy of the indi- 
vidual medical members of that county in upholding the 
standards of the State Medical Association. 

Committee on San Diego Exposition Exhibits—Every 
thinking observer of the medical exhibit at the Exposi- 
tion realizes the educational value to the layman of what 
the doctor is trying to do in his professional activities 
for the sick. The Council is to be especially commended 
for this display. Your Reference Committee feels that 
the individual members of the committee who were ap- 
pointed by the Council to make this display possible, 
should not suffer financial hardship because of the duties 
which they have so faithfully performed. It is understood 
that the Exposition will probably repay the committee 
for its expenses. If, however, there is a failure in this 
regard, this Reference Committee recommends that the 
California Medical Association repay these members for 
their expenses. The Reference Committee further rec- 
ommends that the Council continue to show increasing 
interest in scientific exhibits to be used at meetings and 
expositions. 

Committee on Scientific Sections—The Reference Com- 
mittee recommends that further time be allotted to formu- 
late a more satisfactory arrangement for the annual 
program, looking toward consolidation of section meet- 
ings, at the same time permitting each specialty to have 
an organization to preserve its entity. The general sec- 
tions should have the advantage of hearing their technical 
papers. 

Report of the Speaker of the House of Delegates—We 
compliment the Speaker on the dignified manner in which 
he presides. “The gavel is used sparingly and the gavel is 
used impartially, but when occasion arises, the gavel is 
used with authority.” We recommend that the gavel be 
presented to the Speaker at the termination of his office 
as a token of our esteem. We recommend also that the 
previous speaker be presented with a similar token of our 
appreciation. 

Report of the Secretary-Treasurer—We believe that 
our organization is fortunate in having procured the serv- 
ices of a nationally known man who is not only an out- 
standing physician, but is also a distinguished secretary. 
Through his efforts the business of the Association has 
been organized to meet the ever-increasing demands, re- 
sulting in greater efficiency and economy. 

The committee reviews with alarm the rapidity with 
which our financial resources have been depleted in carry- 
ing out the instructions of the House of Delegates during 
the past two years. We would again call your attention 
to the fact that the Council has been compelled to dis- 
pense rapidly our funds to comply with the action of the 
House of Delegates. 

Report of the Editor —Our official journal is continuing 
its high standard and remains one of the best state medi- 
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cal publications of the nation. The editor has frankly 
stated that it is unfair for the Association to impound all 
papers given at the annual meeting, necessarily delaying 
the publishing of the selected papers from one to two 
years. There are forty-five papers remaining unpublished 
from the last annual meeting. The Reference Committee 
therefore recommends that the editor be allowed to en- 
large his journal to sufficient proportions to allow pub- 
lication. 

Report of the Legal Department.—The report of the 
Legal Department is comprehensive, and entails problems 
of importance in safeguarding the practice of medicine in 
our state. We are unable to criticize in a legal manner 
any of the activities concerned in this report. We feel 
assured that the same energy and interest will be con- 
tinued. We congratulate our Legal Department on its 
past year’s endeavor. 

Report of the Councilors —These reports, as presented 
in the Pre-Convention Bulletin, should be thoroughly 
studied by the delegates in order to realize the immense 
amount of unselfish devotion these men have given in per- 
forming their duties. 

Report of the Woman’s Auxiliary.— The Woman's 
Auxiliary in its activities is one of the important adjuncts 
of our organization. This is especially true in the larger 
cities where concerted action and codrdinated activities 
can be accomplished. Each succeeding year proves to us 
the importance of our codperation and encouragement. 
They stand ready to help in any deleterious problem that 
affects the practice of medicine and the Reference Com- 
mittee is happy to endorse all of their activities. 

Committee on Health and Public Instruction—Your 
Reference Committee endorses the work that has been 
carried on by this important committee and hopes the 
financial condition of the Association in the future will 
be such that their program can be enlarged and enhanced. 

Report of the Committee on History and Obituaries — 
We are grieved to know that thirty-seven of our fellow 
members have passed from us during the year. The Ref- 
erence Committee asks that the members of the House 
of Delegates arise as a mark of respect to those who have 
died. We commend the committee for initiating a plan 
for the collection and preservation of medical history 
throughout the state. 

We recommend to the House of Delegates that the 
secretary arrange for a suitable memorial tribute at the 
first general session of each annual meeting. 

Report of the Committee on Hospitals, Dispensaries 
and Clinics—We note that this committee reports that 
their work has been covered by the Public Relations Com- 
mittee. We recommend this continued association. 

Report of the Committee on Industrial Practice —This 
is an important committee and the recommendations which 
they are offering to the House of Delegates should be 
carefully studied. The committee must continue unham- 
pered in its activities relating to industrial practice. 

Report of the Committee on Medical Defense—This 
committee has presented a comprehensive survey for the 
California Medical Association. The conclusion is that 
it would cost us as much or more to underwrite our own 
company as to continue with the existent arrangements. 
In consideration of the present policies with private com- 
panies, it seems logical to continue without change. How- 
ever, with the information at hand the committee should 
be vigilant to detect unsatisfactory changes in the policies 
or premiums, with the thought that we can always estab- 
lish our own coverage satisfactorily to all concerned and 
with a tendency to be nearer the non-revocable insurance 
than in the present form. 

Report of the Committee on Membership and Organi- 
sation—We approve the findings of the executive group 
of this committee. 

Report of the Committee on Postgraduate Activities.— 
The importance of this committee has been felt in several 
smaller communities throughout the state. The present 
chairman has offered many suggestions to the speakers 
which are making the meetings more practical. We rec- 
ommend the continuance of this activity. 

Report of the Committee on Public Policy and Legis- 
lation—Public policy and legislation, as handled by the 
committee, remains the keystone of our profession in Cali- 
fornia. We cannot conceive of any one who can give other 
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than constructive criticism when one realizes the prob- 
lems that must be solved in diverse manners and unusual 
ways. We are sure that every member of our Associa- 
tion is grateful, and that a large percentage do not realize 
the sacrifice of time, money and health, in trying to pro- 
tect our profession against the inroads directed against 
the best interests of the public’s health and against the 
California Medical Association. We should assure this 
committee that we stand ready individually and collec- 
tively to answer any call for help. 

Report of the Committee on Scientific Work—The 
recommendations as outlined in this committee's report 
have already been dealt with in the report of the Council. 

Report of the Committee on Public Relations—A study 
of this report will demonstrate its wide scope and impor- 
tance. The recommendations with which they conclude 
their report should be studied and action taken. The 
Reference Committee feels that the recommendations 
made have been, in a large extent, carried out in the 
larger centers. We are certain that much has been ac- 
complished, and that more will have to be done. Your 
Reference Committee commends wholeheartedly this re- 
port. 

Report of the Committee on Medical Education—In 
view of the fact that the American Medical Association 
and the American Federation of Medical Colleges have 
created established standards to be met by institutions in 
order to qualify as acceptable for medical and intern 
training, your Reference Committee sees no reason why 
the state committee should be burdened with these duties 
which are now being discharged by the central organiza- 
tion. 

Report of Committee on Budget—The budget having 
been approved, in concurrence with the provision of the 
Constitution and By-Laws, by the committee and the 
Executive Committee of the Council, your Reference 
Committee recommends that it be approved and adopted. 

Report of the Committee of Five-—The Reference Com- 
mittee is not making any comments upon the report of the 
Committee of Five, in view of the fact that the Council 
has declared its position, which will be given to the House 
tonight. 

The Committee of Six—The work of the Committee 
of Six is done. It has performed the duty which was 
assigned to it at Yosemite. We recommend that the 
committee be discharged. 

Report of the Committee on Tax-Supported Hospi- 
tals—The Association appreciates the vast amount of 
work and time that have been devoted to this most 
important problem of the Association. We commend its 
contribution in affording us a better understanding of the 
situation which will be extremely helpful in solving the 
problems when they appear, probably in the fall elections. 
We approve the comment of the Council, which is as 
follows: “The Council believes that this initiative con- 
tains the seeds of the most dangerous and fundamental 
changes in the practice of medicine ever presented to us 
and urges that every facility be granted to oppose this 
initiative and that every effort be put forth by the phy- 
sicians of California to prevent this proposed ruin of 
medical practice.” 

Cancer Commission.— The résumé, appearing in a 
printed pamphlet, summarizes the labor of this commis- 
sion for the past two years. It is a distinct contribution 
to our profession. We heartily recommend that the Can- 
cer Commission devote its efforts, by meetings and sci- 
entific exhibits, toward the education of the doctors in 
the smaller communities on the subject of cancer. 

Report of the Committee on Scientific Exhibits—The 
scientific program as evidenced by exhibits has been gain- 
ing in importance each year. Greater emphasis should be 
given the work of the Committee on Scientific Exhibits. 
The committee should strive to increase the scope of its 
work, to the end that the exhibits will replace numerous 
formal discourses. The subjects should be presented as 
exhibits with the same recognition and privilege of publi- 
cation as is accorded to scientific papers. This may help 
to solve the problem of the unpublished papers and aid in 
concentrating the program into fewer sections. 

Report of the Committee on Scientific Sections —This 
committee can convene with the Committee on Scientific 
Exhibits. Their codperative effort will concentrate our 
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numerous sections, permitting more unity in the various 
branches at our annual meeting. The Council and secre- 
tary may eliminate the necessity for space for the smaller 
sections at each annual meeting. 
t g 7 
This meeting at Coronado will long be remembered as 
one of great educational value, important business accom- 
plishment and enjoyable good fellowship. This House of 
Delegates tenders its sincere thanks to the Committee on 
Arrangements for its well conducted efforts which have 
made this possible. 
Respectfully submitted, 
E. Eric Larson (Chairman), 
Aurrep L. PHILLIPs, 
NaTHAN G. HA te. 
v 7 7 
Report of Reference Committee No, 1—The chairman 
of the committee read each section of the foregoing re- 
port. Motions were duly made and seconded that each 
section be adopted. At the conclusion of the report, the 
chairman of the committee moved that the report be 
adopted as a whole. This motion was seconded and 
carried. * * * 


Reference Committee No. 2: On New and 
Miscellaneous Business and Resolutions 
Tue SPEAKER: The chair recognizes Dr. 
Crosby. chairman of the Committee on Resolutions. 
r 7 7 
Docror Crosspy: We have numbered these resolutions 
in the manner in which they were received, and I shall 
read No. 1 first. 


Resolution No. 1: 


Daniel 


On Hospital Insurance; Exclusive of 
Medical Services 

WuHeErREAS, Certain proponents of hospital insurance 
schemes have made misleading statements regarding the 
attitude of the California Medical Association towards cer- 
tain aspects of health and hospital insurance; and 

WHEREAS, Such statements are entirely unwarranted 
and unfounded, and would seem to be intentionally mis- 
leading ; now, therefore be it 

Resolved. That this House of Delegates reaffirms its be- 
lief in and endorses the policies established by the 1935 
House of Delegates, by the Council and by the Depart- 
ment of Public Relations of the California Medical Asso- 
ciation on matters pertaining to hospital service insur- 
ance; and be it further 

Resolved, That radiology and pathology being in all of 
their several parts and subdivisions the practice of medi- 
cine, shall be excluded in their entirety from the benefits 
included in hospital service policies. 


Your committee thought it advisable to modify the text 
of this resolution as follows: 

WueEREAS, Misleading statements have appeared and un- 
certainty appears to exist regarding the attitude of the 
House of Delegates, the Council of the California Medical 
Association and the California Medical Association to- 
ward certain aspects of hospital insurance; and 

WHueEREAS, It is deemed advisable to reiterate and em- 
phasize the position of the House of Delegates, the Council 
and the California Medical Association; therefore be it 

Resolved, That this House of Delegates reaflirms its 
belief in and endorses the policies established by the 1935 
House of Delegates, by the Council and by the Depart- 
ment of Public Relations of the California Medical Asso- 
ciation on matters pertaining to hospital service insur- 
ance; and, be it further 

Resolved, That radiology and pathology, being in all of 
their several parts and subdivisions the practice of medi- 
cine, shall be excluded as such from the service benefits 
of hospital service policies. 

In this form, Mr. Speaker, the committee recommends 
its adoption. 

Tue SPEAKER: The question is upon the adoption of 
the substitute resolution. Is there any debate? 

The Speaker recognizes Doctor Wilson of Los Angeles. 

Doctor Witson: I had hoped that we all understood 
the principles involved in attempting to sell professional 
services as a part of the hospital insurance certificate, as 
we seemed to have fought that issue out at Riverside. 
The committee’s modification of the original resolution 
in using technical evasion providing for means of reim- 
bursement for professional services is going to lay us open 
to the fact that when certificates are offered to the public 
by solicitors, and through advertisements and the bene- 
ficiaries who provide a professional service, the radiolo- 
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gists and pathologists will definitely open the way to sell- 
ing professional services by solicitation and advertising, 
and will violate the code of ethics. It seems to me that 
an adherence to a definite separation of professional serv- 
ices and hospital services must be maintained, and that 
any attempt to evade the issue is going to lead us directly 
into the most outrageous, cut-throat competition in the 
practice of medicine that will not only follow for payment 
of the radiologists, the pathologists and laboratory serv- 
ices, but will extend all the way down the line, whether 
the certificate be sold by a corporation, insurance company 
or any little outcast hospital group; and when the Cali- 
fornia Medical Association approves the principle whereby 
professional services may be compensated for as the result 
of solicitation, we have opened the door to that type of 
competition in all directions. ( Applause.) 

Tue Speaker: Is there further debate on this subject ? 
_ Doctor Gispons (San Francisco) : I ask that we hear 
from Mr. Peart on this subject. 

Mr. Peart: The report of the committee in recogniz- 
ing that cash benefits may be paid to the patient for the 
cost of these professional services is, I think, a legal dis- 
position of the question. The point made by Doctor Wil- 
son is that, ethically, the service should not be sold in 
that manner. Some time ago, a few weeks I think. we 
wrote a letter to a roentgenologist of Sacramento, Doctor 
Graham, in which we expressed the view of the Council 
that cash payments and cash indemnities for these services 
paid to the patient were approved by the Council. I do 
not think we have that letter with us, but it was carefully 
read to the Council and its approval was obtained before 
the letter was sent. The question, however, is one of 
ethics. If the Association decides as Doctor Wilson 
argues, then, as Alameda County has determined, no pro- 
fessional services whatever will be included. It is per- 
fectly legal, I think, to include them as reported by the 
committee. Solicitation, legally, is not involved under a 
decision of the District Court of Appeal, but, ethically, 
that is your determination and not mine. 

Doctor ULLMANN (Santa Barbara): I think it would 
be wise for us to use the same terms that we used in the 
Council meeting in regard to this, or the term “reim- 
bursement” instead of “cash benefits paid to the patient.” 
If I remember, Mr. Peart at that time said it was legal 
to reimburse policy holders for money expended, that is, 
losses, and that in this particular type of reimbursement 
they could only receive it on the presentation of a paid or 
receipted bill. 

Tue Speaker: Is there further debate? If not, the 
question is on the adoption of the amended resolution. 

Tue SPEAKER: Doctor Kelly of San Francisco. 

Doctor Ke.ty: I think I have had my neck out as far 
as anyone in this whole business and I think we should 
spend just a minute looking at this problem and the result 
of this resolution as it will affect possible hospitalization 
plans evolved either by county medical societies or by 
hospitals. If we limit this at the present time to no such 
services in any policy in any plan which will get our 
approval, we may delay the development of plans which 
are under way in certain parts of the state. I think we 
ought to consider for a minute just what this reimburse- 
ment to patients for the cost of these services means, and 
consider just how it is going to result in ruthless solici- 
tation and debasement of practice. The question that was 
decided on was that of a policy considered by the Inter- 
Coast, in which they said they would provide cash in- 
demnities for the cost of x-ray and laboratory services. 
The patient who was to buy the policy had free choice of 
as many hospitals, I think, as Inter-Coast could sign up 
in the neighborhood, and he had free choice of roentgen- 
ologists, as far as free choice of roentgenologists can be 
had. One has free choice of hospitals in a big community 
or a more limited choice in a small community. In the 
matter of a plan which might provide service anywhere 
in the state for a policy holder, the free choice of physi- 
cians, roentgenologists and clinical pathologists involved 
here would be fairly broad. The fact that the roentgen- 
ologist or the clinical pathologist was in the hospital which 
the patient chose would limit the choice to that extent 
only. The Pacific Employers, as we all know, issued a 
policy a while back in which it was going to indemnify 
the patient for medical services rendered, but the policy 
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provided that only certain doctors could perform these 
services if the patient was to be indemnified. The Appel- 
late Court held that that was in effect the practice of 
medicine, because in the application for the policy the 
patient signed an agreement making the company his 
agent to pay the money to the doctor. In that kind of 
policy, unquestionably everything Doctor Wilson suggests 
would happen and would happen in the worst way. The 
Pacific Employers did not follow that case through. It 
left it in the Appellate Court and is now putting out sam- 
ple policies at least, which provide for straight cash in- 
demnification up to specified amounts in the policy, to any 
doctor that the patient may choose to have to take care of 
him, provided only that the doctor be a member of the 
county society in the county in which the service is 
rendered. 

I think we should consider what our attitude would be 
toward a policy like that. We do not have to approve 
any plan unless the provisions of that plan suit us, but 
it would seem to me, in fairness to some of the hospitals 
that are trying to get along and have to sell these policies 
in competition with lay groups, that we might leave the 
door open on this one business, provided that every plan 
that comes up for approval by the state society be required 
to have that type of free choice of physician in it. I am 
not so sure that we ought to limit ourselves fixedly to 
absolutely no provision for any kind of care of this type 
in a policy because it may be, one of these days, that one 
of the companies or one of the county organizations will 
find that it has to include some consideration for those 
services. I have a feeling somehow that if we only ap- 
prove the right plan we may let them do that, still approve 
the plan and still not have the professional suffer. 


Tue SPEAKER: Doctor Goin of Los Angeles. 


Doctor Gorn: I think that the purpose of this resolu- 
tion is not to close the door to some proper method of 
including some degree of medical care with hospitaliza- 
tion insurance plans. The purpose of the resolution is 
primarily to answer certain persons who have publicly 
stated in printed and written material that the California 
Medical Association has never spoken on these matters, 
and who take the utterances that the California Medical 
Association has made and wheezeled them into things they 
were never meant to say. Therefore, this resolution was 
prepared with some attention to its detail, so that it will 
be practically impossible for any honest person to say that 
the California Medical Association has not pronounced 
authoritatively on these matters which are in question. 

If we do not include in this resolution a clause which 
provides specifically for indemnification, we have not 
particularly closed the door to indemnification. We have 
simply left the matter in suspense, and indemnification 
can, if desirable, be arranged with hospital service insur- 
ance corporations or other corporations which show a 
disposition to write a decent policy and not to include 
medical care in it. I will remind you that you leave the 
door open this way by including the last clause proposed 
by the Reference Committee, and that we could just as 
well add a clause saying that the patients should be 
indemnified for appendectomies, obstetrics, etc. I do not 
see how we can differentiate between one medical branch 
and another. To eliminate this last clause will not weaken 
the hospital’s position when it attempts to sell hospitali- 
zation insurance. I wish all of you could have heard Doc- 
tor Kelly when he defined hospital service as consisting 
in the bedding, the boarding and the washing of patients, 
and the performance of such things as could not be per- 
formed in a doctor’s office. If we insist on those things 
and stand firm that hospitalization does not include medi- 
cal service in any form, perhaps we will survive as prac- 
titioners of medicine. 

Mr. Speaker, in behalf of the Los Angeles delegation, 
I move the amendment of the resolution as presented by 
the committee by the deletion of its last paragraph. (Ap- 
plause. ) 

Doctor Askey: I second the motion. 


Doctor Crossy: I suspect that the doctor did not mean 
to delete all of the last paragraph. I suspect that he meant 
to delete the last two lines, “except that lawful reimburse- 
ment to the patient for the cost to him of such service 
may be provided.” 
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Doctor Gorn: May I change my motion then, I having 
misunderstood the punctuation, to have it exclude that 
portion of the amendment beginning with the words, “ex- 
cept that,” namely, exclude the last two lines? 


Tue SPEAKER: The question is on the amendment to 
the substitute resolution, deleting the portion mentioned 
by Doctor Goin. If there is no further debate, all those 
in favor will say, “aye.” The motion was regularly car- 
ried. 


Tue SPEAKER: The question now is on the substitute 
resolution as amended. Alli those in favor will say, “aye. 
The substitute resolution was adopted as amended. 


7 oA 7 


Doctor Crospy: 


The second resolution reads as fol- 
lows: 


Resolution No. 2: Concerning County Hospitals 

WHEREAS, The report of the Committee on Tax-Sup- 
ported Hospitals has shown conditions existing which 
make it the most serious problem confronting the medical 
profession of our state today, and since there are now 
being circulated petitions for an initiative law to open the 
county hospitals to all citizens, rich and poor alike, and 
since the proponents of this measure are committed to a 
program which apparently intends to include medical 
service with hospitalization, and since the proposed initia- 
tive law would confer such broad powers on the County 

3oards of Supervisors, that it threatens to bring upon us 
a form of socialized medical and hospital service which 
will ultimately be as unsatisfactory to the public as it 
will be unfair and unjust to the members of the medical 
profession of California; and 

WHEREAS, It seems essential that a definite and accept- 
able agreement as to the proper function of a county hos- 
pital in relation to the profession be consummated; and 

WHEREAS, The committee has prepared and presented a 
report which it believes represents to the best of its ability 
the situation which exists in this state, and since there 
has been no thought of alarming needlessly the members 
of this organization, but on the contrary, the committee 
feels that enough warning cannot be given concerning the 
gravity of the situation and since it is felt that it is im- 
perative that a policy be developed in each component 
society which shall be uniform throughout the state in 
order that no one county shall adhere to a policy detri- 
mental to another county or to the rest of the state; and 

WHEREAS, The committee believes that grave disaster 
can be averted or its own interests advanced only by the 
highest degree of organization and the utilization of every 
facility at its command, and since we also believe that it 
is humanly impossible for any small group such as the 
members of this committee to function sufficiently often 
and continuously enough to be thoroughly efficient in so 
grave a situation, and knowing that this work must be 
done and well done if we are to succeed, therefore the 
committee requests that the following resolution be ac- 
cepted and presented to the House of Delegates without 
prejudice or recommendation ; therefore be it 

Resolved: First, That the House of Delegates express 
its approval of the plan to place all hospitals in California 
under a central state board according to the plan pro- 
posed in recommendation number two in the committee 
report; 

Second, That the House of Delegates approve the sug- 
gestion that each component society make a serious effort 
to correct any faults that may lie within its own ranks; 

Third, That the president of the California Medical As- 
sociation shall appoint a committee of six, three of whom 
shall be members of the standing committee on Public 
Policy and Legislation, together with three other members 
of the C.M.A. to continue the work of the reporting 
committee ; 

Fourth, That the Council of the California Medical As- 
sociation shall be empowered to appropriate such funds 
and to employ such personnel as may, in their judgment, 
be necessary to effect a satisfactory solution of the county 
hospital problem ; 

Fifth, It shall be the duty of this committee to direct 
the effort of the C. M. A. to defeat the proposed initiative 
and to develop a unified county hospital program in the 
component societies that this committee shall report to 
the House of Delegates at its next annual meeting. 


Doctor Crossy: After conference with the committee 


that submitted this resolution, it was decided to divide the 
resolution into two parts, one part to be presented with 
the recommendation of the committee for passing, and one 
portion to be submitted to the House without comment. 
The modified resolution No. 2 is as follows: 
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Wuereas, The report of the Committee on Tax-Sup- 
ported Hospitals has shown conditions existing which con- 
stitute the most serious problem confronting the public 
and medical profession of our state today with the present 
circulation of petitions for an initiative law to open the 
county hospitals to all citizens, rich and poor alike, and 
with the proponents of this measure committed to a pro- 
gram which apparently intends to include medical service 
with hospitalization and the conference of such broad 
powers upon the county boards of supervisors, that it 
threatens to bring upon us a form of socialized medical 
and hospital service which will ultimately be unsafe and 
inadequate for the public; and 

WHEREAS, It seems essential that a definite and accept- 
able determination as to the proper function of a county 
hospital in relation to the public and the profession be 
consummated; and 

WHEREAS, The committee has prepared and presented a 
report which it believes represents the situation which 
exists in this state, it is felt that it is imperative that a 
policy be developed in each component society which shall 
be uniform throughout the state in order that no one 
county shall adhere to a policy detrimental to another 
county or to the rest of the state; and 

WHEREAS, The committee believes that grave disaster 
to the public can be averted by the proper dissemination 
of information pertinent to this subject, supported by the 
active interest and codperation of the California Medical 
Association and every physician of California as a citizen; 
therefore be it 

Resolved: First, That the House of Delegates recom- 
mends that each component society make a serious effort 
to correct any faults that may lie within its own jurisdic- 
tion. 

Second, That the president of the California Medical 
Association shall appoint a committee of six, three of 
whom shall be members of the standing committee on 
Public Policy and Legislation, together with three other 
members of the California Medical Association, to make 
additional study of this question and to report from time 
to time to the Council. 

Third, That the Council of the California Medical Asso- 
ciation shall be empowered to appropriate sueh funds and 
to employ such personnel and take such action as may, in 
their judgment, be necessary to effect a satisfactory solu- 
tion of the county hospital problem. 
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Doctor Crossy: At the request of the committee on 
Tax-Supported Hospitals your Reference Committee sub- 
mits, without recommendation, the second portion of 
amended Resolution No. 2. 


Be It Resolved, That the House of Delegates express 
its approval of the plan to place all hospitals in California 
under a control state board, according to the plan pro- 
posed in a portion of Recommendation No. 2 in the com- 
mittee’s report, which reads as follows: 

“Since our present laws vest the supreme control over 
county hospitals in boards of supervisors composed of lay 
individuals, ignorant usually of hospital needs and man- 
agement, and who often use this control to gain political 
power, and considering further that making a political 
football out of the county hospitals has in several counties 
resulted in inadequate care of the sick entitled to proper 
care at the county hospital, it is unanimously agreed that 
to remedy this situation it is necessary to eliminate poli- 
tics and the present method of control by supervisors. 
Your committee, therefore, unreservedly recommends that 
an attempt be made to secure centralized control of all 
hospitals in the state. We recommend that a state control 
board be given the authority to regulate hospitals, and 
that each county operate under an advisory board ap- 
pointed by and subject to the state board. This can be 
accomplished by amending the present public health law, 
vesting hospital control in the existing State Board of 
Health, thereby avoiding the creation of a new depart- 
ment or board. 

“It is further recommended that (a) the details of such 
a plan be worked out by the Council of the California 
Medical Association and its Legislative Committee; (b) it 
be left to the discretion of the House of Delegates whether 
the attempt be made through the legislature or by an 
initiative act; (c) that this matter should be given prefer- 
ence and first consideration by the Council and House of 
Delegates over other legislative and initiative problems.” 

This, Mr. Speaker, is placed before you without recom- 
mendation. 

Tue Speaker: It is placed before the House. 

Doctor Witson : If it is in order, Mr. Speaker, I move 
the tabling of this matter. 

The matter was tabled. 
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Doctor Crossy: The third resolution follows. | 

Resolution No. 3: Regarding Payment for Hospital and 
Medical Services When Rendered in Automobile Acci- 
dents 


WHEREAS, In the past, doctors and hospitals throughout 
California have rendered medical care to persons injured 
in automobile accidents, said persons being protected by 
public liability insurance and said injured persons having 
recovered damages and subsequently failed to reimburse 
the doctor and/or hospital; and 

WHueEREAS, The legal “set-up” at the present time offers 
no protection to doctors and/or hospitals against such 
practices; and 

WHEREAS, Other states have adopted measures to pro- 
tect doctors and hospitals under similar circumstances ; 
now, therefore be it 

Resolved, That the Council of the California Medical 
Association be instructed to take such necessary legal 
and/or legislative action to bring about protection to the 
doctors and hospitals of California under such circum- 
stances. 


Your committee, retaining the intent of the resolution, 
is offering a substitute resolution which differs merely in 
wording. It is: 


WHEREAS, In the past, doctors and hospitals throughout 
California have rendered medical care to persons injured 
in automobile and other accidents, certain of whom are 
protected by puble liability insurance and have recovered 
damages and subsequently failed to discharge their finan- 
cial obligations incident to the accident; and 

WHEREAS, The legal “set-up” at the present time offers 
no protection to doctors and/or hospitals against such 
practices; and 

WHEREAS, Other states have adopted measures to pro- 
tect doctors and hospitals under similar circumstances; 
now, therefore be it 

Resolved, That the Council of the California Medical 
Association be instructed to take such necessary legal 
and/or legislative action to bring about protection to the 
doctors and hospitals of California under such circum- 
stances. 

Your committee moves the passage of this resolution. 


The motion was seconded and the resolution adopted 


without debate. a 


Doctor Crossy: In regard to Resolution No. 4, which 
reads : 


Resolution No. 4: Concerning the Use of the Name of the 
California Medical Association in Connection with 
Proposed Legislation 
Resolved, By the House of Delegates, that members of 

the California Medical Association are instructed not to 

submit proposed laws to the State Legislature, using in 
connection therewith the name of the California Medical 

Association or any of the component county societies or 

branches, unless such proposed articles shall have received 

the general approval, first, of the proper component county 
medical society, and, in addition, the approval of the Cali- 
fornia Medical Association (through one of its constituted 
bodies in authority, viz., the C. M. A. House of Delegates, 
the Council or Executive Committee) before being passed 
on to the Legislative Committee of the California Medical 

Association for introduction to the State Legislature; and, 

be it further 
Resolved, That when proposed laws are introduced be- 

fore the California Legislature, without the above general 
procedure having been observed, then the C. M. A. Com- 
mittee on Public Policy and Legislation shall be under no 
obligation to give the same its support, until, through 
mail or other vote of one of the properly constituted au- 
thoritative bodies of the C. M. A., it shall have first learned 
the wishes of the State Medical Association in regard 
thereto. 


Again a modification of wording in amended resolution 
No. 4. 


Resolution No. 4: Resolution on Procedure in Present- 
ing Proposed Laws to the Legislature. 

Resolved, By the House of Delegates, that members of 
the California Medical Association are instructed not to 
submit proposed laws to the State Legislature, using in 
connection therewith the name of the California Medical 
Association or any of the component county societies or 
branches, unless such proposed articles shall have received 
the general approval, first, of the proper component county 
medical society, and, in addition, the approval of the 
California Medical Association (through one of its con- 
stituted bodies in authority, viz., the House of Delegates, 
the Council or Executive Committee) before being passed 
on to the Legislative Committee of the California Medical 
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Association for introduction to the State Legislature ; and, 
be it further 

Resolved, That when proposed laws are introduced be- 
fore the California Legislature, without the above general 
procedure having been observed, then the Committee on 
Public Policy and Legislation shall be under no obligation 
to give the same its support. 


Mr. Chairman, we move the adoption of the modified 
wording of this resolution. 

Motion seconded by Doctor Gibson. 

Dr. Junrus Harris: I move to strike out the first 
“California Medical Association and county societies,” 
using the name of the State C. M. A. and county society. 
We do not submit these laws using the names. Please 
re-read. 

Doctor Crossy: Resolved, by the House of Delegates, 
that members of the California Medical Association are 
instructed not to submit proposed laws to the State Legis- 
lature, using in connection therewith the name of the Cali- 
fornia Medical Association. 

Doctor Harris: Now, that should be deleted. 

Doctor Crossy : . or any of the component county 
societies or branches. . . . 

Doctor Harris: Now, second. The rest is all right. 

Doctor Crossy: ... unless such proposed articles shall 
have received the general approval. 

Tue SPEAKER: Will the seconder accept that amend- 
ment? He does. Is there any discussion on this? It is 
moved and seconded that the substitute resolution as pre- 
sented by the committee be adopted. All those in favor 
say aye. 

The amendment was accepted as read. 
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Doctor Crossy: Resolution No. 5. 


The Anesthesiology Section of the California Medical 
Association respectfully submits : 


Resolution No. 5: Regarding the Practice of Anesthesia 
as a Medical Service 

WueEreEAs, A decision of the California State Supreme 
Court affirmed the decision of the Superior Court in and 
of the County of Los Angeles that the practice of nurse 
anesthesia under the immediate direction and supervision 
of the operating surgeon is not a violation of the State 
Medical Practice Act; now, therefore be it 

Resolved, That the House of Delegates instruct the 
Council to take all advisable and necessary action to pro- 
tect the practice of anesthesia in California from lay in- 
vasion by technicians, and to consult with the State Board 
of Medical Examiners, to protect the ruling of the State 


Board of Medical Examiners authorized on February 27, 
1928. 


This resolution is modified in wording and the Anes- 
thetic Section of the California Medical Association re- 
spectfully submits amended Resolution No. 5. 

WHEREAS, A decision of the California State Supreme 
Court affirmed the decision of the Superior Court in and 
of the County of Los Angeles that the practice of nurse 
anesthesia under the immediate direction and supervision 


of the operating surgeon is not a violation of the State 
Medical Practice Act; now, therefore be it 

Resolved, That the House of Delegates instruct the 
Council to take all advisable and necessary action to pro- 
tect the practice of anesthesia in California from lay in- 
vasion by technicians. 


Doctor Crossy: With this wording, the committee, 
Mr. Speaker, moves that the resolution pass. . . . 


THE SPEAKER: Doctor Adams seconds the substitute 
resolution. 


Doctor Chalmers-Francis is recognized. 


Docror CHALMERS-FRANcIS: Mr. Speaker and honor- 
able delegates of the California Medical Association: You 
all heard the report of the Council of the California Medi- 
cal Association. It therefore is not necessary for me to 
remind you that the decision of the Supreme Court was 
based on the evidence which was produced on behalf of 
nurse anesthesia. The resolution I ask your permission to 
withdraw, because the action already taken by the Council 
is entirely satisfactory to the Anesthetic Section of the 
State of California. 

Tue SPEAKER: This resolution is regularly before the 
House. It can be withdrawn, however, by the consent of 
the mover and the seconder. 
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The resolution was withdrawn. / 
Doctor Crossy: Resolution No. 6. We're getting pretty 
close to the end. (Applause. ) 


t 7 ¢ 


Resolution No. 6: On Malignancy in Relation to Indus- 
trial Insurance 

Resolved, That the Council of the California Medical 
Association be instructed to institute a study of the rela- 
tion between trauma and malignancy and, if deemed ad- 
visable, to initiate legislative changes in the Workmen's 
Compensation Law establishing a tribunal of surgeons and 
pathologists adequately trained and experienced in the 
diagnosis of malignant disease, to which all industrial 
cases in question shall be referred for determination as to 
the relationship of the trauma to the malignancy. 


The passage of this we move without modification. 
The motion was seconded and duly adopted. 
Doctor Crossy: Resolution No. 7. 
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Resolution No. 7: On Practice of Medicine by Corpora- 
tions 
Resolved, That the Council of the California Medical 
Association be instructed to institute proper legal action 
against a member or members of the California Medical 
Association who are or may be aiding and abetting cor- 
porations practicing medicine in violation of existing laws. 


We have seen fit to change the wording on advice. 
The committee does not recommend the adoption of this 
resolution for the following reason: 

The purpose is to procure an effective court ruling 
against a corporation practicing medicine, and to proceed 
under the terms of the resolution would result, inevitably, 
in the injury of the member. If successful under the 
resolution as proposed, the State Board of Medical Ex- 
aminers would have no alternative but to deprive the 
member involved of his license. 

In failing to recommend the passage of this resolution, 
your committee is offering this as a substitute: 

Resolved, That the Council of the California Medical 
Association be, and it is hereby instructed to cause such 
proper legal action to be instituted as shall, in its opinion, 
be necessary to terminate the practice of medicine by cor- 
porations contrary to law. 


The motion was seconded. 

THe SPEAKER: It has been moved and seconded that 
the substitute resolution that you have just heard be 
adopted. Is there debate on it? If you gentlemen will 
pardon the Speaker, do you realize that this commits us 
to legal action? Just so that you will understand it, I 
will read it again. 

The Speaker reread resolution. 

Mr. Peart, I would like to know what that means. 

Mr. Peart: Well, it means the selection of such reme- 
dies as may be available. It means court proceedings. If 
the Council on a survey which we would make determined 
to institute those proceedings, we would probably have to 
introduce a number of them, because it is already estab- 
lished in California that a corporation cannot lawfully 
practice medicine. It has been established in the case of 
the Pacific Employers’ Insurance Company against the 
Insurance Commission. Now, just what remedies would 
be evoked, of course, I’d like to study. They might be 
criminal or they might be civil. 

THE SPEAKER: Doctor Wilson. 


Doctor Witson: Mr. Speaker, does the question refer 
to the legal counsel or to the Council of the C. M. A.? 


THe SpeAKER: “The Council of the California Medi- 
cal Association is hereby instructed to cause proper legal 
action to be instituted.” That is, in its discretion. “... as 
shall in its opinion be necessary to terminate the practice.” 


Doctor Witson: So that the quantity and number and 
so on would be entirely up to the Council as conditions 
exist. I think that would be quite safe. 


THE SPEAKER: I just wanted the House to understand. 
We have gone into a good many things, causing a good 
deal of expense, and we should know what we are au- 
thorizing. 

Doctor WiLson: Mr. Speaker: Is it mandatory that 
the Council begin action wherever they find such practice 
obtaining ? 
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THE SPEAKER: . if, in its opinion.” There is the 
saving clause. Doctor Crosby, read it again, please. 

Doctor Crosby reread resolution. 

Doctor Howson: Mr. Speaker, I should like to ask 
Mr. Peart, our legal counsel, if this is not mandatory. 

Mr. Peart: I think it is, and that is was so intended. 

Docror Howson: You mean that the sponsors of the 
resolution desired that it be mandatory? 

Mr. Peart: Yes. 

Doctor Howson: That means then, that the Council 
can begin action on a great many different cases at one 
time, and it is not whether, in the opinion of the Council, 
action should be begun, but the means by which this 
should be accomplished. 

THE SPEAKER: Doctor Kelly. 

Doctor Ketty: I am afraid of this kind of resolution. 
The Council has been fooling around wherever it could 
with the slim means available to it to start proceedings 
of this kind. As Mr. Peart just said, it has already been 
decided that the practice of medicine by corporations in 
the State of California is not proper, it is illegal. It 
means going after every corporation that we find prac- 
ticing medicine at the present time, and just chasing them 
down, one by one, through a series of court decisions for 
each one, and if, in our opinion, that is the legal advice 
which we get on the way to do it, that resolution pins us 
down to going ahead and doing it. Now, $15 will be slim 
dues if we get to going in every county in the state, trying 
to close up all the hospitals that are paying a roentgen- 
ologist a salary at the present time, all of the corporations 
that are trying to sell life insurance, all of the industrial 
accident insurance people and corporations that have em- 
ployees’ medical services that are not quite inside of the 
law, and then wrestling around this hall with the county 
hospital initiative, and we will run a fair chance of having 
no money by Christmas. I think that in order to leave us 
a little leeway here for the next year, and save money 
so that it does not go out on the basis that we were told 
to do this by the House of Delegates, it had better be 
put as a discretionary phrase. 

THe SPEAKER: Doctor Crosby. 

Doctor Crossy: When I was a young fellow practic- 
ing medicine, I was trying one time to modify the feeding 
of a little Portuguese baby, and I gave the family instruc- 
tions in Portuguese, of which I could speak a little, and 
I told them what to do. The mother understood it and 
listened to it and paid attention. The father said to me, 
“Mr. Doc, how much it cost?” I did a little mental arith- 
metic, and I told him how much it would cost and he said: 
“But, Doc, that damn kid ain’t never going to pay ex- 
penses.” (Laughter.) 

Tue SPEAKER: Doctor Chandler has the floor. 

Doctor CHANDLER: The San Francisco delegation in- 
troduced that resolution by instructions of its Board of 
Directors with this in mind. I might say that the resolu- 
tion was written before the present status of the Los An- 
geles anesthesia case was established. We had been in- 
formed by more than one person that certain hospital in- 
surance service corporations are looking for a test case to 
take into court and have a legal opinion rendered, or a 
decision rendered which will establish legally what con- 
stitutes hospitalization, which most of us think would be 
an undesirable decision or an undesirable question to 
present to a court for a decision at this time. This resolu- 
tion was put in with the intention that it would be manda- 
tory upon the Council to do something that would bring 
about a decision on what constitutes—no—that it would 
make it mandatory on the Council to stop the practice of 
medicine by corporations when that has been already 
established by law, or by court action. Now, I appreciate 
that making it mandatory upon the Council to do some- 
thing, and leaving it to their discretion as to the method 
they use in doing that something, will cost money and 
may involve a good deal of time, effort and expense. On 
the other hand, it was also our opinion on advice (I am 
not real sure now where we got the advice, but at the time, 
at least, we thought it was good advice), that all this legal 
proceeding could be brought about by the Board of Medi- 
cal Examiners in prosecuting people who are illegally 
practicing medicine, that it would not necessarily be an 
expense and the direct action by the Council of the Cali- 
fornia Medical Association, but upon their request or in- 
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stigation the State Board of Medical Examiners could 
prosecute anybody who is illegally practicing medicine. I 
would like to have that part cleared, if it can be cleared 
by Mr. Peart at the present moment; and if that is not 
so, I think the recommendation (I don’t believe Doctor 
Kelly made it a motion, but if he did not I think he 
should), that the discretion be left to the Council should 
be enlarged a little bit. 

Tue SPEAKER: Will Mr. Peart answer the question of 
Doctor Chandler? 

Mr. Peart: I think the question should be answered 
by Doctor Molony. 

Dr. Motony: Gentlemen: There has been a case be- 
fore the State Board of Medical Examiners, of a physician 
in San Francisco, or rather a case of his license, in con- 
nection with this Pacific Health Corporation, and that has 
been put off from time to time until after this decision 
had been rendered. Without a doubt, the provision of the 
Medical Practice Act, which provides that aiding and 
abetting an unlicensed practitioner is proper subject for 
revocation of the license of any practitioner so engaged, 
should satisfactorily take care of this situation. I am 
sure that if the medical men who are aiding and abetting 
an unlicensed practitioner, (which could be, of course, a 
corporation), they would be subject to the revocation of 
their license. 

Tue SpeAKER: Any further discussion? 

Tue SPEAKER: Doctor Wessels. 

Doctor WEssELS: I move that this resolution be tabled. 
Motion was seconded, and the resolution was tabled. 

Doctor Crossy: Resolution No. 8. 


7 7 vy 


On the Practice of Medicine by Cor- 
porations 

WHueEnrEAS, It is against the law of the State of Cali- 
fornia for a corporation to practice medicine; and 

WHEREAS, It is against the principles of ethics of the 
California Medical Association for a member to dispose 
of his professional attainments or his services to any lay 
body, organization or group of individuals by whatever 
name called or however organized; and 

WHEREAS, It is known that many corporations are prac- 
ticing medicine in this state and many members of this 
association are selling their services to these corporations 
because of circumstances beyond their individual control ; 
now therefore be it 

Resolved, That the Council of the California Medical 
Association be and hereby is instructed to prepare, with 
the help of its legal counsel, a letter setting forth the legal 
and ethical aspects of this situation, such letter to be sent 
to all corporations that are known to be practicing medi- 
cine and to all members of this Association that are known 
to be aiding and abetting them. 


Resolution No. 8: 


After conference with the proponents of this resolution, 
your committee has the following substitute resolution to 
offer. 

WHEREAS, Subject to certain well-defined exceptions, it 
is against the law of the state of California for a corpora- 
tion to practice medicine; and 

WHEREAS, It is known that many corporations are prac- 
ticing medicine in this state contrary to law and many 
members of this Association are selling their services to 
these corporations; and 

WHEREAS, Many corporations and many members of 
this Association are not cognizant of the legal and ethical 
questions involved; now therefore be it 

Resolved, That the Council of the California Medical 
Association be, and it is hereby instructed to prepare, with 
the help of its legal counsel, a letter setting forth the legal 
and ethical aspects of this situation, and to send such 
letter to any corporation known or believed to be prac- 
ticing medicine contrary to law and to all members of 
this Association. 


Mr. Speaker, your committee moves the acceptance of 
this amended resolution. 
The resolution was adopted without debate. 


7 7 7 


Doctor Crossy: This report of the Special Committee 
on Maternal Welfare, created by the resolution of this 
House at Yosemite, was inadvertently lost in the file on 
Monday night, and was not read to the House by the 
inember of the committee who was to do so. 

Your Reference Committee has considered the report 
and its recommendations, and because it considers the 
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matter important in view of the development of maternal 
and child welfare plans under the Federal Social Security 
Act, it requests permission to read the report, and that 
this House act upon it. 

THE SPEAKER: It is the unanimous consent that the 
resolution may be introduced at this time. 
Doctor Crosby read the following report : 


REPORT OF THE COMMITTEE ON MATERNAL WELFARE 
The Committee on Maternal Welfare reports: 
(1) Through one of the members a personal investiga- 
tion of the Maternal and Child Health Service of 


the Social Security Act was made in Washington, 
D.C. 
This Committee recommends: 

(A) That the Association endorse the plan of the Di- 
vision of Maternal and Child Hygiene of the Cali- 
fornia State Board of Health, in connection with 
this Act. 

This endorsement is predicated upon: 

(1) Any change in the state plan must be submitted to 
this committee before becoming effective. 

(2) That a systematic and widespread educational pro- 
gram in obstetrical problems for the general prac- 
titioner (such program to include the subjects listed 
below*), be instituted at once in codperation with 
the California State Board of Health. 

(B) That this committee be continued and be author- 
ized to codperate with, the California State Board 
of Health, subject to the approval of the Council. 

RALPH J. THOMPSON. 
HANS F. SCHLUTER. 
T. HENSHAW KELLY. 
LYLE G. McNEILE. 
May 24, 1936. 

Doctor Crossy: 
of this request. 

The request was granted, without discussion. 
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Doctor Crossy: Mr. Speaker, I move you the adoption 
of the report of this committee as a whole as amended. 

Following the usual procedure, the motion was carried 
and the amended report adopted as a whole. 

THE SPEAKER: Doctor Crosby and Doctor Larson, the 
Speaker at this time desires to express thanks, not only 
for himself personally, but for the entire House, for this 
work that your committees have done. Yours were ardu- 
ous duties. (Applause.) Any man accepting service on 
these committees bids good-bye to the scientific sections. 
I know the House agrees that these delegates have done 
for us a fine service. 


Mr. Speaker, we move the adoption 
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Mr. SPEAKER: The chair recognizes Dr. Francis Pot- 
tenger. 

Doctor PotteNceR: Mr. Chairman, I would like to ask 
unanimous consent to introduce a resolution. 

Tue SPEAKER: If there be no objection, Doctor Pot- 
tenger will have the unanimous consent to introduce a 
resolution. 

No delegates objected. 

Doctor PoTTENGER: 


Resolution No. 9: On Tuberculin Testing of California 
Dairy Herds 
WHEREAS, The dairy herds of California are the most 
*1. Antepartum Care 
. Intrapartum or Delivery Care 
. Postpartum Care 
. Postnatal Care 
. Mechanism of Labor Normal and Abnormal. 
. Conduct of Home Labor 
. Obstetric Examination and Diagnosis 
General 
Mensuration 
Determining of Fetal Position 
Methods of Examination—abdominal, rectal, va- 
ginal, roentgenological, laboratory. 
8. Puerperal Infection 
9. Toxemias 
10. Obstetric Hemorrhage 
11. Abortion 
12. Difficult Labor 
13. Forceps Delivery 
14. Version 
15. Other Methods of Delivery 
16. Repair of Birth Injuries 
17. Care of Premature Infants 
18. Complications of the Neonatal Period. 


AA or wre 
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seriously infected with 
Union; and 

WHEREAS, Dairy products from infected herds endanger 
the lives of human beings; and 

WHEREAS, The tuberculin test is recognized by physi- 
cians and veterinarians throughout the world as being an 


tuberculosis of any state in the 


efficient method for determining the 
culosis in man and animals; and 

WHEREAS, The tuberculin test has proven to be harm- 
less even when given to infants and small children; and 

WHEREAS, There is an unwarranted and hostile opposi- 
tion to such test being given to cattle by certs in owners 
of dairy herds on the ground of its being inefficient and 
harmful; now be it 

Resolved, That the California Medical Association de- 
plores the action of such dairymen as being unwarranted 
and dangerous to the health of the people of California, 
and urges the health and political authorities of the state 
to prevent the sale of milk, cream, cheese, and all other 
dairy products unless the cattle from which the product 
comes has been tuberculin tested by the proper authori- 
ties, and all infected animals removed. 


of tuber- 


presence 


I move its adoption. 
THE SPEAKER: 
Doctor GEIGER: 
minute, if I may. 

THE SPEAKER: You may, Doctor Geiger. 

Doctor GEIGER: Mr. Speaker and Members of the 
House: This is a very important resolution. I am sorry 
that it has not been brought up before. This discussion, 
especially as to the efficacy of the tuberculin test of cattle, 
has been carried on in the San Joaquin Valley to the 
extent that the Portuguese group have been classified as 
being un-American and so forth. I wish to state here, 
however, that in a conference with the Portuguese consul 
in my office in San Francisco, we came to the conclusion 
that he would, representing the Portuguese Government, 
urge the tuberculin test on all Portuguese farmers. I 
would like to see this resolution passed as a public health 
measure and, with the consent of the man who produced 
it, I would prefer, if you will allow me to do so, to add 
to that resolution the words “pasteurization of milk.” We 
are now coming face to face with one of the most insidious 
nonpublic health propagandas in this state in the question 
of pasteurization, and I think that if those words were 
added to it, that is, the pasteurization of the general milk 
supply other than certified milk, we could settle many 
of the problems of public health in this state in regard to 
milk. 

Tue SpeAKER: Will Doctor Pottenger accept that? 
The question is on the resolution introduced by Doctor 
Pottenger. Is there any further discussion? ; 

Doctor GeEIcER: May I again ask Doctor Pottenger 
whether he would allow me to put in my amendment of 
“pasteurization of milk?” 

Tue SPEAKER: Will you come to the desk, Doctor, and 
make the correction ? 


Doctor Geiger seconds the motion. 
I would like to speak on that for a 


Doctor Rosson: Mr. Chairman, Doctor Rosson of 
Tulare. 
Tue SpeakeER: Doctor Rosson of Tulare. Just a 


moment, Doctor Rosson. Doctor Pottenger, will you read 
this resolution as amended? 

Doctor PotrENGER: “Resolved, That the pasteurization 
of market milk is a public health measure of first magni- 
tude.” 

Doctor EuspEN: Should not certified milk be excepted ? 

Doctor PotTENGER: Certified should be excepted. 

Doctor Rosson: I hate to take time at this late hour, 
but this is a matter of great importance to Tulare County 
and to San Joaquin Valley, and I think I might say that 
the resolution is an excellent one with one minor change. 
The dairymen of Tulare County, a number of them, very 
much opposed the testing of the herds, but they were com- 
pelled to have them tested and tuberculous cattle have 
been taken out of the herds and destroyed, and there are 
more tests to be made in the future to keep the tubercu- 
lous cattle out of the herds. A great many of the Portu- 
guese did oppose tuberculin-testing, but most of those 
people are glad now that it was done, because they have 
a better market for their milk. In regard to the pasteuri- 
zation, that will work quite a hardship upon some of the 
dairymen of Tulare County and the San Joaquin Valley, 
because of the fact that there is only one dairy, as far 
as I know, in my part of the state that produces certified 
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milk. Nevertheless, I think that the pasteurization of the 
milk, and compelling it to be pasteurized, will be an excel- 
lent thing, and that the dairymen will eventually look 
upon that the same way as they look upon the destroying 
of the tuberculous cattle. In regard to the last couple of 
words in the last part of the resolution, I should think 
that it should read not from “tested herds,” but from 
“infected herds,” because a year or so ago (up to a year 
ago I believe it was) the herds in Tulare County and 
other places were tested, but the tuberculous cattle were 
not destroyed and the milk continued to be sold from 
tuberculous herds, so I think it would be much better to 
have that wording “infected herds.” 

Doctor Rosson: “Nontested and infected,” that would 
seem to cover it, so that milk from infected cows could 
not be sold. 

THe SpeAKER: Is there any further discussion of this 
resolution ? 

Dr. Junius Harris: I would like to discuss this my- 
self. I do not think there are enough “whereases” in 
Doctor Pottenger’s description, and I want to add one 
more “whereas” to the possibility and the probability in 
this rather vital and important group of “whereases.” 
You must remember that this subject has been long dis- 
cussed (and I think my friend, Doctor Geiger, can re- 
member when I was an assistant in the State Board of 
Health when he was there also, many years ago), and 
that the same problem came up in the legislative halls. 
The results are now showing in the State of California, 
by having, through the State’s inaction, the greatest num- 
ber of infected herds of all states in the Union... . 

Tue SPEAKER: All those in favor of the resolution as 
these gentlemen have finally presented it, say “aye.” 

... The resolution was adopted as amended. 


7 7 7 


Notice of Proposed Amendment to the Constitution: 
On Limitation of Funds to Be Appropriated 


Doctor Motony: Mr. Speaker, I ask the unanimous 
consent of the House to introduce notice of an amend- 
ment to the Constitution of the Association. 

Tue Speaker: If there be no objection on the part of 
the House, Doctor Molony has the floor. 

Doctor Morony: 

Resolved, That Section 1 of Article XI of the Constitu- 
tion of this Association be and it is hereby amended as 
follows: 

By striking out all of the fourth paragraph of said Sec- 
tion 1 of Article XI, reading as follows: 

“All resolutions providing for appropriations shall be 
referred to the Council, and all appropriations approved 
by the Council shall be included in the annual budget.” 

And by inserting in lieu thereof the following: “Any 
resolution passed and adopted by the House of Delegates 
at any regular or special session thereof, which provides 
for or contemplates the appropriation or expenditure of 
more than the sum of $1,000, shall not be effective for 
any purpose unless and until approved by the Council. 
All appropriations, regardless of amount, approved and 
made by the Council shall, if expended, be reported to the 
House of Delegates at its next annual session, and any 
unexpended portion of any thereof shall be included in 
the annual budget. 


Tue Speaker: This will lie on the table until next 
year. 
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Tue SPEAKER: Gentlemen of the House: That con- 
cludes most of the business. Your Speaker has a reso- 
lution to suggest, if you have no objection: 


Resolution of Appreciation 


The California Medical Association, approaching the 
close of its Sixty-fifth Annual Session in Coronado, in- 
spired by the appreciation, enjoyment, comfort and un- 
bounded hospitality that have been experienced by all 
members in attendance, desires to give evidence of its 
appreciation. Therefore be it 


Resolved, That the Association’s secretary transmit our 
sincere thanks and gratitude to the following who have 
made most generous contributions of time, labor and 
friendliness to all members in attendance, and will cause 
us to depart to our respective homes with such pleasant 
memories that will endure and abide with us: 

Officers and members of the San Diego County Medical 

Society. 
Officers of the United States Naval Hospital. 
Our guest speakers. 
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The editorial and phototorial staffs of the San Diego 
newspapers and news agencies. 

The management and staff of the Hotel del Coronado. 

The Auxiliary of the San Diego County Medical Society. 

The city and county officials, and all others who have 
contributed to our comfort and pleasure. 


The Speaker would be glad to entertain a motion that 
this resolution be adopted. 

The motion was made by Doctor Crosby, seconded by 
Doctor Gibbons, and the resolution was unanimously 
adopted. 
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Tue Speaker: Gentlemen of the House, in bringing a 
last meeting of the House of Delegates to conclusion, 
there is always a note of regret as well as of happiness, 
for we part with the man who has served as our president 
for the year, while we turn to greet our incoming leader. 

This first feeling is greatly accentuated tonight. Presi- 
dent Peers is not with us because of the sudden critical 
illness today of his dearly beloved mother. We have a 
report late this evening that she is sinking rapidly. He 
has given so freely of himself in our behalf; his friendship 
for “his boys,” as he calls us, has been so real and true 
that we all regret that he could not have concluded the 
Coronado meeting happily. The Speaker would be pleased 
to receive a motion authorizing the secretary to convey 
to Doctor Peers, on behalf of the House and the Associ- 
ation, a resolution of grateful appreciation for his devoted 
service to this Association, and of our sympathy for him 
in this time of sorrow. 

It was moved and seconded that this resolution be 
adopted. 

Tue SPEAKER: Now, Doctor Morrow, Mr. President- 
Elect, will you come to the platform? President Pallette, 
will you stand? It is customary to pass the badges of the 
president and the president-elect on to the incoming offi- 
cers. The president’s badge is not here. You will receive 
that later. Gentlemen, your new officers. (Applause.) 

We will now hear from President Pallette. 

Doctor PALtetteE: Mr. Speaker, this is Pallette of 
California. These days in our annual meeting are very 
busy ones. In fact, I have been so busy the last few days 
that I have forgotten a date, which no married man should 
ever forget, for it was only a few moments ago that I 
was reminded by telegram from our home town that today 
is Mrs. Pallette’s birthday. Now I think this experience 
perhaps is indicative of what is going to happen to me 
and my family during the next year. I suspect that, at 
the end of this coming year, I will not only have forgotten 
the birthdays of my wife, children, and grandchildren, 
but I may have even forgotten that I have a wife or chil- 
dren or grandchildren! There is a lot of work ahead for 
all of us. Bill Toland and Bob Peers have each been de- 
clared, at the end of their year’s work, among the great 
presidents of the California Medical Association. I think 
at the time those declarations were made we were right. 
and I think all of the twelve living past presidents will 
agree with that sentiment. Now, tonight, you have chosen 
as president-elect another prominent member of the Cali- 
fornia medical profession. It has been my privilege dur- 
ing the past four years to serve as a member of one of 
the State Board of Health, of which Dr. Howard Morrow 
is president. Dean Chandler has referred to the prodigious 
capacity and willingness of Tom Kelly as a worker in the 
Council, and TI think we can say the same thing of Howard 
Morrow in the State Board of Health. Doctor Morrow 
has given an enormous amount of time and has shown an 
enormous amount of ability and judgment, and I am sure 
that two years from now we will be saying that Howard 
Morrow is also one of the greatest presidents the Cali- 
fornia Medical Association has ever had. 

I have one request to make. I hope that every delegate 
here will go home and report to his county society and 
fellow members that the general officers of the State As- 
sociation, the members of its Council, and Executive Com- 
mittee, of the standing and special committees, are all 
striving to do their utmost for the welfare of scientific 
and organized medicine in the State of California. Thank 
you. (Applause.) 

Tue SpeEAKER: If there is no further business, we stand 
adjourned without day. 

The meeting was adjourned at 12:15 a. m. 

Attest : W. W. Roster, Speaker. 

F. C. Warnsuuts, Secretary. 
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ADDENDUM 


ROLL CALL OF HovuSE OF DELEGATES 


OFFICERS 


Peers, R. A. 
Pallette, E. M. 
Roblee, W. W. 
Graves, J. H. 
Kress, G. H. 
Dukes, C. A. 
Emmons, C. L, 
Howson, C. R. 
Ullmann, H. J. 
Anderson, A. E. 
Phillips, A. L. 


Schaupp, K. L. 
Hamlin, O. D. 
Schoff, C. E. 
Rogers, H. S. 
Wilson, H. H. 
Tanner, C. O. 
Kiger, W. H. 
Gibbons, M. R. 
Kelly, T. H. 
Harris, J: B. 


DELEGATES 


Alameda 
Allen, Dorothy 
Crosby, Daniel 
Dougherty, John A. 
Ewer, E. N. 
Lawson, T. C. 
Makinson, F. R. 
Nelson, Roy F. 
Peers, Robert S. 
Reinle, George G. 
Rogers, Hobart 


Butte 
Unrepresented 


Contra Costa 
Weil, S. N. 
Fresno 
Dau, N. J. 
Randel, H. A. 
Walker, G. W. 
Humboldt 
Unrepresented. 
Imperial 
House, L. C. 
Kern 
Packard, Louis A. 
Kings 
Chamlee, F. 
Lassen-Plumas-Modoc 
McKenney, Phillip W. 
Los Angeles 
Alesen, L. A. 
Anderson, C. M. 
Askey, J. M. 
Askey, Vincent 
Berg, George O. 
Breitman, H. B. 
Burns, E. M. 
Clarke, Fred B. 
Cowgill, C. H. 
Crispin, E. L. 
Crosson, John W. 
Daniel, W. H. 
Ellis, Leland W. 
Ernsberger, George H. 
Eusden, Ralph B. 


Francis-Chalmers, V. W. 


Gibbs, D. H. 
Godwin, D. E. 
Goin, Lowell S. 
Houghton, A. D. 
Huggins, Walter L. 
Jones, Newell 
Kling, Daniel A. 
Lakey, W. J. 
Larson, E. Eric 
Magan, Percy T. 
Maner, George D. 
McColl, D. R. 
McKinnon, Douglas A. 
Meland, Orville N. 
Molony, William R. 
Nevius, J. W. 
Percy, James F. 
Pottenger, Francis M. 
Putnan, H. A. 
temmen, E. T. 
Ruddock, John C. 
Scott, A. J. 
Shoemaker, Harlan 
Smiley, Kenneth E. 
Snure, Henry 
Stephens, Philip H. 
Swearingen, F. C. 
Swindt, Joseph K. 
Taylor, Raymond G. 
Toland, Clarence G. 
Wessels, Walter F. 
Whalman, Harold F. 


Marin 

Clark, Carl W. 
Mendocino-Lake 
Cushman, Ruggles A. 


Merced 

Unrepresented 
Monterey 

Wolfson, Mast 
Napa 

Dawson, George I. 
Orange 

Ball, D. R. 

Hollingsworth, Merrill 

Huffman, H. G. 

Olson, G. W. 
Placer 

Empey, Lucas W. 
Riverside 

Adams, Bon O. 

Baer, Herman 

Coon, G. Wayland 
Sacramento 

Hale, Nathan G. 

Johnson, Oscar F. 

Scatena, F. N. 
San Benito 

Unrepresented 


San Bernardino 
Gentry, H. G. 
Nichols, Robert C. 
Pritchard, Waiter 
Walton, H. M. 

San Diego 
Barrow, W. H. 
Crabtree, Elmo G. 
Macpherson, Fraser L. 
McClendon, S. J. 
Welpton, Martha A. 

San Francisco 
Ashley, Rea E. 

Bell, H. Glenn 

Best, Elbridge J. 
Bolin, Zera E. 
Bruck, Edwin L. 
Chandler, Loren R. 
Cheney, Garnett 
Cline, John W. 
Garland, L. H. 
Geiger, J. C. 
Gilman, Philip K. 
Hosford, George N. 
Mentzer, Mary Jones 
Mentzer, Stanley H. 
Parker, L. O. 

Seitz, Roland P. 
Stephenson, H. A. 
Stone, Robert S. 
Wood, David A. 


San Joaquin 
Powell, D. R. 
San Luis Obispo 
Teass, C. J. 

San Mateo 
Ray, Hartzell 


Santa Barbara 
Atsatt, Rodney 
Freidell, Hugh 
Henderson, Harry E. 

Santa Clara 
Burchfiel, C. M. 
Canelo, C. Kelly 
Kneeshaw, R. S. 
Lee, Russell V. 

Santa Cruz 
Unrepresented 

Shasta 
Kay, G. Leslie 

Siskiyou 

Hart, V. W. 
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Solano 
Green, John W. 
Sonoma 
Butler, F. O. 
Quarry, P. T. 
Stanislaus 
Unrepresented 


Tulare 
Rosson, Ray W. 





Ventura 
Morrison, A. A 


Yolo-Colusa-Glenn 
Poage, C. A. 

Tehama 
Frey, R. G. 


Yuba-Sutte) 
Unrepresented 


COUNCIL MINUTES* 


Minutes of the Two Hundred and Forty-Second 
Meeting of the Council of the California 
Medical Association 


Held in the Gold Room, Hotel Del Coronado, Coro- 
nado, California, Sunday, May 24, 1936, at 8 p. m. 

1. Call to Order.—The meeting was called to order by 
the chairman, T. Henshaw Kelly, with the following 
members present: President Robert A. Peers, President- 
Elect Edward M. Pallette, Speaker W. W. Roblee, Chair- 
man T. Henshaw Kelly, Councilors Morton R. Gibbons, 
C. O. Tanner, K. L. Schaupp, Calvert L. Emmons, Carl 
R. Howson, Henry J. Ullmann, A. E. Anderson, Alfred 
L. Phillips, O. D. Hamlin, C. E. Schoff, Henry S. Rogers, 
William H. Kiger, J. B. Harris; Chairman of Public 
Relations Committee Charles A. Dukes, Editor George H. 
Kress, Secretary F. C. Warnshuis, and General Counsel 
Hartley F. Peart. 

2. Report of Council.—T. Henshaw Kelly, chairman, 
presented the annual report of the Council, which was dis- 
cussed section by section and certain additions recom- 
mended, approval of the report being deferred until the 
Monday meeting of the Council. 

3. Report of the Committee on Scientific Sections.— 
Morton R. Gibbons, chairman of the Committee on Re- 
vision of Scientific Sections, submitted a report on plans 
for elimination of the multiplicity of section meetings at 
annual sessions. 

Councilor Morton R. Gibbons moved, seconded by 
Councilor Kiger, that the sections be consulted and given 
an opportunity to study the problem and that the Council 
be authorized to make the necessary changes in system 
when and if a satisfactory plan is devised. Carried. 

4. Committee on Malpractice Insurance.—George G. 
Reinle, chairman of the Committee on Malpractice In- 
surance, submitted a written report recommending that 
the Association do not enter into the insurance business 
at this time, since satisfactory coverage can be secured by 
members from commercial insurance carriers. 

It was moved by Councilor Wilson, seconded by Coun- 
cilor Ullmann, that the report of the Committee on Mal- 
practice Insurance be accepted and approved by the Coun- 
cil and that it be submitted to the House of Delegates 
with the Council’s annual report. Carried. 


5. Committee on Tax-Supported Hospitals and 
Medical Care——A. E. Anderson, chairman of the Com- 
mittee on Tax-Supported Hospitals, submitted a supple- 
mental report to the report of the Committee as published 
in the Pre-Convention Bulletin. 

It was moved by Councilor Rogers, seconded by Coun- 
cilor Ullmann, that the report be accepted. Carried. 

It was moved by President Peers, seconded by Coun- 
cilor Anderson, that Mr. Alfred Siemon be invited to 
address the House of Delegates on Monday evening. 
Carried. 

After discussion of the value of the tax cartoons pub- 
lished by the State Chamber of Commerce, on motion of 
Editor Kress, seconded by President-Elect Pallette, the 
secretary and the editor were empowered to insert re- 
prints of these cartoons in the JouRNAL as a supplement 
at a cost not in excess of $500. Carried. 

It was moved by Councilor Wilson, seconded by 
Speaker Roblee, that the county hospital matter be given 
preference and first consideration by the House of Dele- 





* The minutes of the two hundred and forty-first meet- 
ing of the Council of the California Medical Association 
were printed in the May, 1936, issue of CALIPORNIA AND 
WESTERN MEDICINE, page 437. 
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gates and the Council, and that the committee be con- 
tinued, to work through the Council and the Committee 
on Public Policy and Legislation. Carried. 

6. Committee on Disciplinary Procedures.—Speaker 
Roblee, chairman of the Committee on Disciplinary Pro- 
cedures, outlined proposed amendments to his report as 
published in the Pre-Convention Bulletin and, with the 
approval of the Council, consideration of the report was 
deferred until Monday’s Council meeting. 


7. House of Delegates Order of Business.—In ac- 
cordance with constitutional provision, the order of busi- 
ness of the two meetings of the House of Delegates were 
approved. 

8. Reports of Standing Committees.— After consider- 
ation, on motion of Editor Kress, seconded by Councilor 
Kiger, the reports of Standing and Special Committees, 
as published in the Pre-Convention Bulletin; were ap- 
proved for transmission to the House of Delegates. 

9. Annual Dues.—It was moved by President Peers, 
seconded by Councilor Ullmann, and Councilor Gibbons, 
that the Council recommend to the House of Delegates 
that the House of Delegates make the dues of the Cali- 
fornia Medical Association for the year 1937 at $15 for 
that year. Carried. 

10. Standing Committee Memberships.—It was moved 
by Councilor Gibbons, seconded by President-Elect Pal- 
lette that the chairman appoint a committee of three to 
review the membership of Standing Committees. Carried. 

The chairman appointed Doctors Kiger, Schaupp, and 
Schoff. 

11. Adjournment. — At this point, 11:45 p. m., the 
Council adjourned to meet at 2 p. m. Monday. 


T. Hensuaw Ke tty, Chairman, 
F. C. Warnsuuts, Secretary. 


*x* * * 


Minutes of the Two Hundred and Forty-Third 
Meeting of the Council of the California 
Medical Association 


Held in the Gold Room, Hotel Del Coronado, Coro- 
nado, California, Monday, May 25, 1936, at 2 p. m. 


1. Call to Order.—The meeting was called to order by 
the chairman, T. Henshaw Kelly, with the following 
members present: President Robert A. Peers, President- 
Elect Edward M. Pallette, Speaker W. W. Roblee, Chair- 
man T. Henshaw Kelly, Councilors Morton R. Gibbons, 
C. O. Tanner, Karl L. Schaupp, Calvert L. Emmons, Carl 
R. Howson, H. J. Ullmann, A. E. Anderson, Alfred L. 
Phillips, O. D. Hamlin, C. E. Schoff, Henry S. Rogers, 
William H. Kiger, J. B. Harris; Chairman of Public 
Relations Committee Charles A. Dukes, Editor George H. 
Kress, Secretary F. C. Warnshuis, and General Counsel 
Hartley F. Peart. 

Absent: None. 


2. Medical Society of the State of California.—At 
this point a recess of the Council was declared to permit 


a meeting of the Medical Society of the State of Cali- 
fornia. 


3. Report of Council.— The Council was called to 
order after the recess, and consideration was given to the 
report of the Council.* 

It was moved by Editor Kress, seconded by President 
Peers, that a short statement be included in the Council’s 
report imparting the relationship of the Medical Society 
of the State of California and a brief outline of cases 
settled, pending and dismissed. Carried. 

It was moved by President Peers, seconded by Chair- 
man of Public Relations Committee Dukes, that the editor 
include in some issue of the JouRNAL an historical article 
on the Indemnity Defense Fund. Carried. 


It was moved by Speaker Roblee, seconded by Coun- 
cilor Ullmann, that the report of the Council, as amended, 
be approved for submission to the House of Delegates. 
Carried. 


* For report of the Council, see minutes of the House of 
Delegates, which appear on page 71. 
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4. Code for Disciplinary Procedure.—Speaker Rob- 
lee, chairman of the Committee on Disciplinary Pro- 
cedure, presented his report, which was discussed in detail. 

It was moved by Councilor Ullmann, seconded by 
President-Elect Pallette, that the report of the committee 
be approved for submission to the House of Delegates. 
Carried. 

5. Adjournment.—It was moved by Chairman of Pub- 
lic Relations Committee Dukes, seconded by Councilor 
Rogers, that the Council adjourn to meet at 9 a. m. Tues- 
day. 

T. Hensuaw Ke ty, Chairman. 
F. C. Warnsuuts, Secretary. 


— a 


Minutes of the Two Hundred and Forty-Fourth 
Meeting of the Council of the California 
Medical Association 


Held in the Gold Room, Hotel Del Coronado, Coro- 
nado, California, Tuesday, May 26, 1936, at 9 a. m. 


1. Call to Order.—The meeting was called to order by 
Chairman T. Henshaw Kelly, with the following members 
present: President Robert A. Peers, President-Elect 
Edward M. Pallette, Speaker William W. Roblee; Chair- 
man T. Henshaw Kelly, Councilors C. O. Tanner, Kar! 
L. Schaupp, Calvert L. Emmons, Carl R. Howson, Henry 
J. Ullmann, A. E. Anderson, Alfred L. Phillips, C. E. 
Schoff, Henry S. Rogers, William H. Kiger, J. B. Harris: 
Chairman of Public Relations Committee Charles A. 
Dukes, Editor George H. Kress, Secretary F. C. Warns- 
huis, and General Counsel Hartley F. Peart. 

Absent: Councilors Hamlin and Gibbons. 


2. Appeals.—It was moved by Councilor Harris, sec- 
onded by Councilor Ullmann, that the Council convene 
in executive session at 2 p. m. Wednesday, May 27, 1936, 
for consideration of the appeals which are at present 
before it. Carried. 


3. Reinstatement of Members. — It 


was moved by 


Councilor Ullmann, seconded by Councilor Rogers, that 


all members whose memberships had lapsed on account of 
nonpayment of dues and whose dues had been remitted 
since April 1 by the component county societies be re- 
instated to membership. Carried. 

4. Financial Statement.—It was moved by Councilor 
Emmons, seconded by Councilor Ullmann, that the finan- 
cial statements for the months of March and April, 1936, 
as mailed to all members of the Council, be approved. 
Carried. 

5. California Code Commission.—It was moved by 
President Peers, seconded by Councilor Schaupp, that the 
matter of the proposed business and professional code of 
the California Code Commission be referred to the chair- 
man of the Committee on Public Policy and Legislation 
and the General Counsel. Carried. 


6. Bureau of Registration of Nurses.—It was moved 
by Chairman of Public Relations Committee Dukes, sec- 
onded by President Peers, that Benjamin Black be ap- 
pointed as the Association’s northern representative on 
the Bureau of Registration of Nurses’ Advisory Com- 
mittee. Carried. 

7. Dues.—It was moved by President Peers, seconded 
by Councilor Harris, that where a request is made for a 
refund of dues of a deceased member such refund be made 
in proportion to the unexpired time. Carried. 

8. Medical Practice Act.—The secretary read a pro- 
posed amendment to the Medical Practice Act, Section 14 
(12-a), suggested by the San Diego County Medical So- 
ciety, providing that “advertising definite or fixed prices 
for professional services” be included as a cause for revo- 
cation of license. 

It was moved by Councilor Kiger, seconded by Editor 
Kress, that the proposed amendment be referred to the 
chairman of the Legislative Committee and the General 
Counsel. Carried. 

9. County Society Organizations.—The secretary pre- 
sented a report on the organization of county societies in 
California. 














July, 1936 






It was moved by Editor Kress, seconded by President 
Peers, that the secretary write to the American Medical 
Association calling its attention to the dual set-up of 
certain county societies and requesting that the proper 
footnote be included in any further reports on county 
organizations in California. Carried. 


10. Council Report.—It was moved by Councilor How- 
son, seconded by Councilor Schaup, that mimeographed 
copies of the report of the Council be presented to mem- 
bers of the House of Delegates. Carried. 


11. Forestry Reserves.—It was moved by Councilor 
Ullmann, seconded by Councilor Rogers, that Doctors 
Harris and Warnshuis and Mr. Peart be authorized to 
take the necessary steps with the State Chamber of Com- 
merce to perfect the reorganization of the State Forestry 
Reserves. Carried. 

12. Retired Membership.—It was moved by Councilor 
Ullmann, seconded by Councilor Harris, that Henry 
Lewis Wagner, member of the San Francisco County 
Medical Society, be granted retired membership in the 
California Medical Association. Carried. 

13. California Drugless Physicians, Inc.—It was 
moved by Councilor Rogers, seconded by Councilor Ull- 
mann, that the correspondence from the California Drug- 
less Physicians be referred to the Legislative Committee 
and the General Counsel. Carried. 

14. Constitution and By-Laws.—It was moved by 
Speaker Roblee, seconded by Councilor Harris, that the 
secretary and the editor be authorized to print the Con- 
stitution and By-Laws in CALIFORNIA AND WESTERN 
MEDICINE in a separate and extra form and that sufficient 
reprints be made to have copies available for members. 
Carried. 

15. American Medical Association.— A letter was 
read from the San Francisco County Medical Society 
suggesting that the American Medical Association be in- 
vited to hold its annual meeting in California during 1938. 

It was moved by Editor Kress, seconded by Councilor 
Kiger, that the California Medical Association give its 
approval to the invitation to the American Medical As- 
sociation to hold its 1938 meeting in San Francisco and 
that the secretary transmit the invitation to the secretary 
of the American Medical Association. Carried. 

16. Correspondence.—Correspondence from a member 
of the San Francisco County Medical Society regarding 
an article which appeared in the San Francisco County 
Bulletin, was read. 

It was moved by Councilor Ullmann, seconded by 
Councilor Rogers, that a letter be sent to Doctor Brown 
calling attention to the fact that the article in question 
appeared in the San Francisco County Bulletin and that 
correspondence regarding it should, therefore, be ad- 
dressed to the county society. Carried. 

17. Nevada State Society.—A letter from Secretary 
Brown of the Nevada State Medical Association con- 
cerning certain papers which had been read before the 
Nevada Association and submitted to CALIFORNIA AND 
WestTERN MEDICINE for publication, but which it was not 
possible to accept, was read and discussed. The heavy 
demands on the space of CALIFORNIA AND WESTERN 
MEDICINE by members of the California Medical Associ- 
ation, and the fact that practically one-half or more of 
all California Medical Association annual session papers 
must be declined on that account, made necessary a re- 
consideration of the agreement with the Nevada Medical 
\ssociation of several years ago, in regard to publication 
of that Association’s annual session papers. It was pointed 
out that a limited number (about eighty) of the Nevada 
State Association members were given a special two- 
dollar subscription rate, although members of the Cali- 
iornia Medical Association were themselves assessed on a 
three-dollar subscription basis. It was felt that, as an 
expression of fraternal courtesy, this rate for Nevada As- 
sociation members whose subscriptions were sent through 
the office of the secretary of the Nevada State Medical 
\ssociation should continue, but that under existing cir- 
cumstances and the heavy space demands by California 
Medical Association members it would be necessary to 
terminate the old understanding and arrangements con- 
‘erning CALIFORNIA AND WESTERN MeEpIcINE. Upon 
motion duly made and seconded, it was so ordered. 
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It was also voted that a courteous letter of explanation 
of the above action be sent to the Nevada State Medical 
Association, 

18. California and Western Medicine.—It was moved 
by Councilor Ullmann, seconded by Councilor Rogers, 
that the editor be authorized to increase the JoURNAL six- 
teen pages until the present overflow of accepted papers 
is published. Carried. 

19. Association of California Hospitals.—Resolution 
of the Association of California Hospitals on maternity 
hospitals was ordered filed since the matter is covered 
by law. 

20. Adjournment. — At this point the Council 
journed to meet at 2 p. m. Wednesday, May 29, 1936. 


ad- 


T. HeENsHaAw KE Ly, Chairman. 
F.C. Warnsutts, Secretary. 


* x 


Minutes of the Two Hundred and Forty-Fifth 
Meeting of the Council of the California 
Medical Association 


Held in the Gold Room, Hotel Del Coronado, Coro- 
nado, California, Wednesday, May 27, 1930, at 2 p. m. 

1. Call to Order.—The meeting was called to order by 
Chairman T. Henshaw Kelly, with the following members 
present: President Robert A. Peers, President-Elect Ed- 
ward M. Pallette, Speaker William W. Roblee, Chairman 
T. Henshaw Kelly, Councilors C. O. Tanner, Karl L. 
Schaupp, Calvert L. Emmons, C. R. Howson, Henry J. 
Ullmann, A. E. Anderson, A. L. Phillips, O. D. Hamlin, 
Morton R. Gibbons, C. Schoff, Henry S. Rogers, 
W. H. Kiger, J. B. Harris; Chairman of Public Rela- 
tions Committee Charles A. Dukes, Editor George H. 
Kress; Secretary F. C. Warnshuis, and General Counsel 
Hartley F. Peart. 

2. Scientific Contributions. — A request for Council 
action on the matter of ownership and publication of scien- 
tific papers was received. 

It was moved by Editor Kress, seconded by Councilor 
Ullmann, that inasmuch as papers read in the scientific 
sections are original contributions that have not been 
previously read or presented before similar organizations, 
it be 

Resolved, That the rule be established for the guidance 
of section officers when confronted with a scientific paper 
which the author has previously presented or published 
elsewhere, as follows: That section officers, under this 
rule, be instructed to decline to permit the author to read 
such a paper before any section during an annual session, 
and refer the matter to the Executive Committee of the 
Council. This rule is to be interpreted that it 
apply to members who have presented and worked up 
their symposium or paper before a group of specialists 
or in various intercounty physicians’ meetings of special 
organizations. 








does not 


3. Annual Session of 1937.—Dr. Mast Wolfson ex- 
tended the invitation of the Monterey County Society for 
the holding of the next annual session in Del Monte. 

Invitation from the Sacramento Society to hold the an- 
nual session at Sacramento was read and the facilities 
in Sacramento presented by Mr. Roy Clare. 

It was moved by Chairman of Public Relations Dukes, 
seconded by President-Elect Pallette, that the 1937 an- 
nual session be held at Del Monte. Carried. Doctors 
Schoff and Harris voted in the negative. 

It was moved by Councilor Ullmann, seconded by 
Councilor Wilson that the Executive Committee be em- 
powered to set the date of the next annual 
Carried. 

4. Invited Guests.—It was moved by Councilor Wil- 
son, seconded by Councilor Emmons, that the expenses 
of invited guests be left to the Auditing Committee. 
Carried. 

5. Standing Committees.—William H. Kiger, chair- 
man of the committee appointed to review the member- 
ship of Standing Committees, presented the committee’s 
recommendations, which were approved by the Council 
for submission to the House of Delegates. (See minutes 
of House of Delegates for membership of committees. ) 


session. 
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6. Cancer Commission.—In accordance with consti- 
tutional provision, President-Elect Pallette reported that 
he had reappointed as members of the Cancer Commission 
Henry J. Ullmann, Clarence G. Toland, and Harold 
Brunn. The appointments were approved by the Council 
for submission to the House of Delegates. 


7. Expert Testimony.—A case involving a policy of 
remuneration of physicians for the furnishing of testimony 
in court was brought to the attention of the Council. 


It was moved by Councilor Ullmann, seconded by 
Chairman of Public Relations Committee Dukes, that the 
general counsel be empowered to act in the case; legal 
expense not to exceed $300, and printing and court costs 
not to exceed $450. Carried. 


Kern County Appeal.— (a) Roll call recorded all 
councilors present. President-Elect Pallette and Councilor 
Tanner not having heard all the arguments did not par- 
ticipate in the deliberations or the decision. 

(b) The secretary certified that all briefs and argu- 
ments had been supplied to each voting member of the 
Council. 


(c) The Council then considered and discussed all the 
documents comprising the record, including the transcript 
of the proceedings, and discussed and deliberated upon and 
considered the same and the oral arguments and the writ- 
ten arguments in the matter of each of said appeals. 


(d) The following motion was made by Councilor 
Rogers, seconded by Councilor Wilson: 

Resolved, That the Council of the California Medical As- 
sociation approve and affirm the action of the Kern County 
Medical Society and its Board of Directors in the dis- 
ciplinary proceedings taken against Dr. Joe Smith, result- 
ing in his expulsion from said society on November 25, 
1935, and that this resolution shall be and constitute the 
decision of the Council of this Association on the appeal 
of said Dr. Joe Smith. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


7 ry 7 


On motion of Councilor Rogers, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted : 


Resolved, That the Council of the California Medical 
Association modify the action of the Board of Directors 
of the Kern County Medical Society in the disciplinary 
proceedings taken against John M. Kirby, resulting in his 
suspension from said society on November 25, 1935, for a 
period of fifteen years, by reducing said period of sus- 
pension to the period of one year and that in all other 
respects said action shall be and is hereby approved and 
confirmed and that this resolution shall constitute the de- 
cision of the Council of this Association on the appeal of 
said Dr. John M. Kirby. 


Said resolution was carried by the affirmative votes of 
all of the councilors present and acting. 


7 A y 


On motion of Councilor Schaupp, seconded by Coun- 
cilor Anderson, and unanimously carried, the following 
resolution was adopted : 

Resolved, That the Council of the California Medical 
Association modify the action of the Board of Directors 
of the Kern County Medical Society in the disciplinary 
proceedings taken against R. M. Jones, resulting in his 
suspension from said society on November 25, 1935, for a 
period of fifteen years, by reducing said period of sus- 
pension to the period of one year and that in all other 
respects said action shall be and is hereby approved and 
confirmed and that this resolution shall constitute the 
decision of the Council of this Association on the appeal 
of said Dr. R. M. Jones. 


Said resolution was carried by the affirmative votes of 
all of the councilors present and acting. 


7 7 7 


On motion of Councilor Rogers, seconded by Coun- 
cilor Schoff, and unanimously carried, the following reso- 
lution was adopted: 

Resolved, That the Council of the California Medical 
Association modify the action of the Board of Directors 
of the Kern County Medical Society in the disciplinary 
proceedings taken against Homer Rogers, resulting in his 
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suspension from said society on November 25, 1935, for 
a period of five years, by reducing said period of sus- 
pension to the period of one year and that in all other 
respects said action shall be and is hereby approved and 
confirmed and that this resolution shall constitute the de- 
cision of the Council of this Association on the appeal of 
said Dr. Homer Rogers. 


Said resolution was carried by the affirmative votes 
of all of the councilors present and acting. 


San Francisco County Society Appeals.—(a) Roll 
call recorded all participating councilors and officers 
present. Councilors Gibbons and Schaupp, being ineligible 
to participate, withdrew and left the executive session. 


(b) The secretary certified that all briefs had been 
supplied to each voting member of the Council. 


(c) On inquiry by the chairman, all voting members of 
the Council affirmed that they had read all of the briefs 
of the appellants and respondents. 


(d) The Council then considered and discussed all the 
documents comprising the record, including the transcript 
of the proceedings, and discussed and deliberated upon 
and considered the same and the oral arguments and the 
written arguments in the matter of each of said appeals. 


(ec) The following motion was made by Councilor UlIl- 
mann, seconded by Councilor Rogers: 

Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken on Febru- 
ary 17, 1936, against F. W. Callison, resulting in his 
expulsion from said society, and that this resolution shall 
be and constitutes the decision of the Council of this As- 
sociation on the appeal of said F. W. Callison. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


v 7 v 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted : 

Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San Fran- 
cisco County Medical Society and its Board of Directors 
in the disciplinary proceedings taken February 17, 1936, 
against Bertram Stone, resulting in his suspension from 
said society for a period of ninety days, and that this 
resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said Bertram 
Stone. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


7 7 7 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 


Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Frank E. Stiles, resulting in his suspension 
from said society for a period of ninety days, and that this 
resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said Frank 
E. Stiles. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


Y 5 A 7 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted : 

Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Edward M. Talbott, resulting in his sus- 
pension from said society for a period of ninety days, and 
that this resolution shall be and constitutes the decision 
of the Council of this Association on the appeal of said 
Edward M. Talbott. 
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A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 
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On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 

Resolved, That the Council of the 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against James F. Pressley, resulting in his suspension 
from said society for a period of ninety days, and that 
this resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said James F. 
Pressley. 


California Medical 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


A 7 y 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 


Resolved, That the Council of the California 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Louis Clive Jacobs, resulting in his sus- 
pension from said society for a period of ninety days, and 
that this resolution shall be and constitutes the decision 
of the Council of this Association on the appeal of said 
Louis Clive Jacobs. 


Medical 








A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


Y 7 Y 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 

Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against George J. Heppner, resulting in his sus- 
pension from said society for a period of ninety days, and 
that this resolution shall be and constitutes the decision 
of the Council of this Association on the appeal of said 
George G. Heppner. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all of 
the councilors present and acting. 


7 v t 


On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 


Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Harry W. Davis, resulting in his suspension 
from said society for a period of ninety days, and that 
this resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said Harry 
W. Davis. 


A vote was then taken on said motion and said motion 
Was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 


7 Y 7 


On motion of Councilor Schoff, seconded by Councilor 


Wilson, and unanimously carried, the following resolution 
was adopted: 


Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Herbert J. Cohn, resulting in his suspension 
from said society for a period of ninety days, and that 
this resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said Herbert 
J. Cohn. 
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A vote was then taken on said motion and said motion 


Was unanimously carried by the affirmative votes of all of 
the councilors present and acting. 
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On motion of Councilor Schoff, seconded by Councilor 
Wilson, and unanimously carried, the following resolution 
was adopted: 

Resolved, That the Council of the California Medical 
Association approve and affirm the action of the San 
Francisco County Medical Society and its Board of Di- 
rectors in the disciplinary proceedings taken February 17, 
1936, against Joy L. McClure, resulting in his suspension 
from said society for a period of one year, and that this 
resolution shall be and constitutes the decision of the 
Council of this Association on the appeal of said Joy L. 
McClure. 


A vote was then taken on said motion and said motion 
was unanimously carried by the affirmative votes of all 
of the councilors present and acting. 

The Council arose from executive session and_in- 
structed the secretary to notify all parties concerned as 
to the action recorded by the Council. 

9. Administration of Anesthetics.—It was moved by 
Councilor Rogers, seconded by Councilor Schaupp, that 
Mr. Peart be instructed to ask for a new hearing in the 
case of Francis vs. Nelson. Carried. 

10. Adjournment.—On motion of Councilor Ullmann, 
seconded by Speaker Roblee, the Council adjourned to 
meet at 9 a. m. Thursday, May 28, 1930. 

T. Hensnaw Ke ry, Chairman. 
F. C. Warnsutts, Secretary. 
* * * 


Minutes of the Two Hundred and Forty-Sixth 
Meeting of the Council of the California 
Medical Association 


Held in the Gold Room, Hotel Del Coronado, Coro- 
nado, California, Thursday, May 28, 1936, at 9:30 a. m. 


1. Call to Order.—The meeting was called to order 
by the chairman pro tem, with the following members 
present: President Edward M. Pallette, President-Elect 
Howard Morrow; Speaker William W. Roblee; Coun- 
cilors T. Henshaw Kelly, Morton R. Gibbons, C. O. 
Tanner, Karl L. Schaupp, Calvert L. Emmons, Carl R. 
Howson, Henry J. Ullmann, A. E. Anderson, Alfred L. 
Phillips, O. D. Hamlin, C. E. Schoff, Henry S. Rogers, 
William H. Kiger, J. B. Harris, H. Wilson; Chairman of 
Public Relations Committee Charles A. Dukes, Editor 
George H. Kress, Secretary F. C. Warnshuis, and Gen- 
eral Counsel Hartley F. Peart. (Past President Peers was 
absent on account of the serious illness of his mother.) 

2. Chairman of Public Relations Committee—The 
secretary announced that the committee had elected 
Charles A. Dukes, chairman, and that Doctor Dukes was, 
therefore, a member of the Council. 

3. Chairman of Council.—On nomination of Councilor 
Kelly, seconded by Councilor Kiger, Morton R. Gibbons 
was unanimously elected chairman of the Council for the 
ensuing year. Doctor Gibbons was inducted as chairman 
and assumed the chair. 

4. Vice-Chairman of Council.— On nomination of 
President Pallette, seconded by Councilor Hamlin, Junius 
B. Harris was unanimously elected vice-chairman of the 
Council for the ensuing year. 

5. Secretary-Treasurer.—On nomination of Councilor 
Howson, seconded by Councilor Hamlin, Frederick C. 
Warnshuis was unanimously elected secretary-treasurer 
of the Association for the ensuing year. 

6. Editor.—On nomination of Chairman of Public Re- 
lations Committee Dukes, George H. Kress was unani- 
mously elected editor of CALIFORNIA AND WESTERN 
MEDICINE. 

7. General Counsel.—It was moved by Councilor 
Rogers, seconded by Speaker Roblee, and unanimously 
carried, that Hartley F. Peart be appointed general coun- 
sel for the California Medical Association. 

8. Associate General Counsel.—It was moved by 
Councilor Rogers, seconded by Councilor Ullmann, and 
unanimously carried, that Hubert T. Morrow be ap- 
pointed associate counsel for the California Medical As- 
sociation without retainer fee. 
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9. Council Meeting.—-The Council delegated to the 
Executive Committee the power to set the date of the next 
meeting of the Council, so that full consideration could 
be given to the matter of the county hospital initiative. 

10. Salaries and Office Activities and Personnel.— 

At this point the Council went into executive session, 
all employees of the Association absenting themselves. 

After discussion, on motion of Councilor Kiger, sec- 
onded by Speaker Roblee, and unanimously carried, the 
salary of the secretary-treasurer and director of the De- 
partment of Public Relations was approved in accordance 
with the budget approved by the House of Delegates. 

It was pointed out that in years past a committee had 
been appointed to survey the activities and expenses of 
the Association and the JourRNAL and that such pro- 
cedure was highly desirable from the standpoint of in- 
forming the members of the Association of the details 
connected with the organization and finances of the As- 
sociation. 

It was moved by Councilor Kelly, seconded by Speaker 
Roblee, that a committee of three members of the Council 
be appointed by the chairman to prepare a plan to govern 
legal services rendered to the Association and that in the 
meantime it be understood that the general counsel, Mr. 
Peart, be continued in that capacity under the present 
retainer until the committee has submitted its report to 
the Council; and that the committee be also instructed 
to bring in a report and recommendations on other major 
activities and expenses of the Association for the guid- 
ance of the Council. 

It was understood that the information obtained in the 
report be placed in such form as will be suitable for 
presentation to county societies for the information of all 
members. 

It was moved by Councilor Ullmann, seconded by Coun- 
cilor Rogers, that the salary of the general counsel and 
the editor be continued as at present until the report of 
the committee is received and acted upon. Carried. 

It was moved by Chairman of Public Relations Com- 
mittee Dukes, seconded by Councilor Kiger, that the 
secretary-treasurer be empowered and given authority to 
direct the personnel and supervise the administrative work 
in the secretary-treasurer’s office, and that he have the 
authority to engage and discharge clerical assistants of 
the secretary-treasurer, under budget provisions. Carried. 

12. Auditing Committee.—Chairman Gibbons appointed 
as members of the Auditing Committee, Karl L. Schaupp 
(chairman), O. D. Hamlin, and T. Henshaw Kelly. The 
appointments were approved by the Council. 

13. Adjournment.—There being no further business 
the Council adjourned. 

Morton R. Grppons. Chairman. 
F. C. Warnsnuts, Secretary. 


STATE AND COUNTY SOCIETY ACTIVITIES 
TELETYPE 


On June 15 a three-way teletype installation was made 
in the Association offices. One station is in the Associa- 
tion headquarters, the second in Sacramento in Dr. J. B. 
Harris’ office, and the third in the Los Angeles County 
Medical Association building. This system of communi- 
cation will produce the following advantages: Immediate 
contacts in sending and receiving messages, speed, prompt 
action, and reduction of telephone and telegraph bills. 

Members in Los Angeles or Sacramento can imme- 
diately contact headquarters by telephoning to the Los 
Angeles County Medical Association executive offices or 
to Dr. J. B. Harris and have their messages transmitted 
and obtain immediate answer. The code call numbers are: 
California Medical Association, San Francisco, S. F. 49; 
Los Angeles County Medical Association, * ; Dr. J. B. 
Harris, Sac. 66. oa 


COPYRIGHT 


As the Editor has previously commented, each issue 
of CALIFORNIA AND WESTERN MEDICINE is copyrighted. 
Under federal copyright laws no article or portion of an 
article or any other printed items in any issue can be 





* At the time of this writing, the Los Angeles station 
had not been given a code number. 
later issue. 


It will be printed in a 
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produced in any other publication without permission. 
The Council has delegated to Editor Kress and the secre- 
tary authority to grant requests to reprint published mate- 
rial. A blank permission is given to all state journals 
and to the Journal of the American Medical Association. 
All other publications must submit applications requesting 
permission to reprint articles and items. 


The underlying reason is as follows: There are many 
medical publications that are produced for the profit ob- 
tained from adavertising. They accept any and all types 
of advertising down to the rankest nostrums. No repu- 
table doctor will submit original articles to these quasi- 
medical journals. Their management is dependent upon 
reputable journals for their medical articles. These are 
“lifted” bodily or are abstracted and are used to fill their 
reading pages. 


We can well do without these undesirable publications. 
If all state journals would pursye the same policy, these 
third- and fourth-grade medical catalogues would dis- 
appear. State associations will do well to enforce their 
copyright protection. 

xk * * 


AMERICAN MEDICAL ASSOCIATION POLICIES 


The following important policies were established by 
the American Medical Association House of Delegates 
at Kansas City. 

Hospital Staffs—Hospitals approved for intern train- 
ing must have staffs composed of members of county 
societies. 

Medical Colleges—Urged to give a course in medical 
economics. 

Technicians and Medical Helpers—These to be under 
the supervision and absolute control of the medical pro- 
fession. 

Radiology.—Is the practice of medicine, and that all 
services connected with the practice of radiology shall 
be under the control of the medical profession and this 
same principle pertains to other professional and technical 
services. 

Hospital Practice—Invasion by hospitals of the field 
of the practice of medicine should be condemned as a 
violation of the fundamental rights of physicians and that 


it demands militant opposition to the end that such activi- 
ties cease. 


_Hospitals—Approval will be withdrawn from any hos- 
pitals which grant special privileges to staff members in 
the form of lower rates to patients. 

Contraceptive Practice——Committee continued for fur- 
ther study. No conclusions advanced. 


Disciplination of Members—The Judicial Council was 
given authority to initiate disciplinary procedures against 
members when county and state organizations fail to exer- 
cise disciplinary powers. 


Disapproved Listing in Special Medical Directories.— 
It was declared to be unethical for members to pay for 
the listing of their names in special medical directories. 

The foregoing are but a few of the more important 
actions of the American Medical Association. Members 
should read the entire minutes as published in the May 23 
and May 30 issues of the Journal of the American Medical 


Association. 
* * * 


INDUCTION OF NEW MEMBERS 


In order to become a member of a county medical 
organization a physician fills out an application for mem- 
bership, setting forth his qualifications. These are passed 
upon and in due time his name is presented to the society 
for election. When elected he is notified and, without fur- 
ther ceremony, he becomes a member. This method is 
open to criticism and should te improved. 


An individual affiliating with other organizations, his 
church, lodge, club, luncheon club, is received as a mem- 
ber with some degree of ceremony, conducted for the 
purposes of impressing the candidate with the purposes 
and policies as well as the value of membership in the 
organization he is joining. This is proper and meritable 

We have frequently stated that, next to his degree and 
license to practice, a physician’s most valuable asset is 
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his membership certificate of his county society. We 
admit him to membership without initiation exercises. 

Often the new member has never read the constitution 
and by-laws of his county and state medical bodies. Fre- 
quently he is without knowledge of the Principles of Medi- 
cal Ethics. He does not possess this information because 
no one has ever given him these documents. 


Therefore we suggest the following procedure. At the 
first meeting after which a physician has been elected to 
membership he should be notified to be present. At a 
proper time during the meeting the new member should 
be called to the rostrum and be greeted by the president. 
In his greeting the president should outline the policies 
and purposes of the society, relate the value, obligations 
and duties of membership, and welcome the new member. 
In conclusion, the new member should be presented with 
a copy of the constitution and by-laws of his county and 
state association and of the Principles of Ethics. 


We feel that such a ceremony will be helpful and bene- 
ficial not only to the new member, but also to the older 
member in reminding them of their obligations. May 
we hear that county presidents are adopting these sug- 
gestions ? 

* * * 


THINGS WORTH KNOWING 


1. Lists of officers, councilors, committees and county 
societies, with names of presidents and secretaries, appear 
in the front advertising section of each issue of this publi- 
cation. 

2. Our advertisers are all approved business ozgani- 
zations. 

3. Books and articles in California medical libraries 
and in the Surgeon-General’s library may be obtained 
through your local public library. 

4. Packages of recent literature may be obtained on any 
medical subject by writing to the Packet Library, Ameri- 
can Medical Association, 535 North Dearborn Street, 
Chicago. A nominal charge of 25 cents for postage is 
made. 

5. The American Medical Association Medical Direc- 
tory lists all licensed physicians by states and counties. 

6. X-ray films are the property of the radiologist. 

7. Under Editorials, Association activities, and in the 
Department of Public Relations, members will find prog- 
ress reports of all Association activities. 

8. The invasion by hospitals of the practice of medicine 
was condemned at the recent American Medical Associ- 
ation meeting. 

9. The American Medical Association has declared that 
technical services in laboratories are medical services and 
hence should be under medical control, and not under 
hospital or lay control. 

10. Medical services cannot be divided into professional 
and technical services, is the declaration of the American 
Medical Association. 

11. It is unethical to pay to have one’s name listed in 
special medical directories whose publishers claim that 
such listings are used by insurance companies in referring 
patients. The Judicial Council has declared this to be the 
solicitation of patients. Further, that it is a racket and a 
“come on” game at the expense of doctors. 

12. Do not sign a contract until you are informed as to 
its legal provisions and your legal obligations. 


* * * 


COMMITTEE APPOINTMENTS 


Membership on special and standing committees of the 
Association are designated by the Council and confirmed 
by the House of Delegates. In this, as in every issue of 
our official journal, members will find the personnel of 
all committees listed in the front advertising section. Con- 
sult that listing and become informed as to who are obli- 
gating themselves to render special service to all our 
members. 

Assignments to and acceptance of committee member- 
ship is not an idle honor. It is a definite obligation and 
pledge to contribute thought, time, and labor to accom- 
plish that for which the committee was created and aid in 
accomplishing Association purposes and functions. Com- 
mittees function in behalf of membership and public inter- 
ests. Committees are entitled to the support and assistance 
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of all members. Committees lead by formulating recom- 
mendations and policies. Committee accomplishments are 
accentuated and achieved in the fullest degree when all 
members enroll their support. 

We confidently look forward to a year of desired action 
on the part of all committees. 


* * * 


SIXTY-FIFTH ANNUAL SESSION 

Our Association’s history has been enriched by the 
transactions and events of our sixty-fifth annual session 
that was held in Coronado on May 25-28, 1936. The 
registration was 1,594, and would have reached the 2,000 
mark had everyone in attendance registered. 

Coronado and San Diego have bequeathed to our mem- 
bers many happy memories of former meetings. This be- 
quest has been enriched by that pleasant environment, a 
hospitable local profession, and a hotel management alert 
to our needs and comforts. 

This issue contains the official minutes. Every member 
is urged to read the official transactions, to study them 
and to conform to the policies established. This comment 
will be confined to certain general details. It is not in- 
tended to supplant the reading of the official minutes. 

Conference——By Council action all of the standing and 
special committees met in general conference on Sunday 
afternoon. Association activities and future problems were 
presented. The conference concluded with the chairmen 
holding meetings of their respective committees. This 
innovation will go far in intensifying committee activity 
and accomplishments. : 

County presidents and secretaries joined the Council at 
luncheon on Tuesday for informal exchange of experi- 
ences. It was determined to hold the annual secretaries’ 
conference in late November, after the election and before 
the legislature convenes. 

Council—The Council held five meetings. Its minutes 
are contained in this issue. At the Thursday Council re- 
organization meeting, the following officers were elected: 
Morton R. Gibbons, chairman; Junius B. Harris, vice- 
chairman; Karl L. Schaupp, chairman of Auditing Com- 
mittee; F. C. Warnshuis, secretary-treasurer; Hartley F. 
Peart, legal counsel; Hubert T. Morrow, associate legal 
counsel ; and George H. Kress, editor. Chairman Gibbons 
appointed the following Auditing Committee: Karl L. 
Schaupp, O. D. Hamlin, and T. Henshaw Kelly. 

1937 Meeting Place—The Council recommended, and 
the delegates approved, Del Monte as the place for hold- 
ing our 1937 meeting. The exact date will be determined 
at the next Council meeting. 

Scientific Program and Exhibits—The members are 
referred to the minutes, which contain the recommenda- 
tions of this committee. 

Malpractice Insurance.— The complete report of this 
committee is to be found in the minutes together with 
the action of the House of Delegates. 

House of Delegates.— The presiding ability of the 
Speaker, W. W. Roblee, and the excellent work of the 
two reference committees expedited the work of the House 
of Delegates. Delegates were well informed upon reports 
and pending questions. This fact obviated long explana- 
tory statements and debate. Informed conscientious dele- 
gates are able to record sound action and policies. Speaker 
Roblee and Vice-Speaker Graves were reélected to office. 
Councilors Phillips, Howson, Schoff, Tanner, and Kelly 
were reélected. Dr. Howard A. Morrow was elected 
president-elect without contest. 

Those in attendance were loath to depart homeward, for 
the comment, “The best meeting in twenty-five years,” 
was a general expression. We shall soon return to Coro- 
nado for our annual meeting. 


* * * 


PRINCIPLES OF ETHICS 


_ Article IV is an important section of our Principles of 
Ethics. Observing it will prevent misunderstandings. 


ARTICLE IV. DuTIES OF PHYSICIANS IN CASES OF 


INTERFERENCE 
CRITICISM TO BE AVOIDED 


Section 1. The physician, in his intercourse with a pa- 


tient under the care of another physician, should observe 
the strictest caution and reserve; should give no disingenu- 
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ous hints relative to the nature and treatment of the pa- 
tient’s disorder; nor should the course of conduct of the 
physician, directly or indirectly, tend to diminish the trust 
reposed in the attending physician. In embarrassing situ- 
ations, or wherever there may seem to be a possibility of 
misunderstanding with a colleague, the physician should 
always seek a personal interview with his fellow. 


SOCIAL CALLS ON PATIENT OF ANOTHER 
PHYSICIAN 

Sec. 2. A physician should avoid making social calls 
on those who are under the professional care of other phy- 
sicians without the knowledge and consent of the attend- 
ant. Should such a friendly visit be made, there should 
be no inquiry relative to the nature of the disease or com- 
ment upon the treatment of the case, but the conversation 
should be on subjects other than the physical condition of 
the patient. 


SERVICES TO PATIENT OF ANOTHER PHYSICIAN 


Sec. 3. A physician should never take charge of or pre- 
scribe for a patient who is under the care of another phy- 
sician, except in an emergency, until after the other phy- 
sician has relinquished the case or has been properly 
dismissed. 

CRITICISM TO BE AVOIDED 


Sec. 4. When a physician does succeed another phy- 
sician in the charge of a case, he should not make com- 
ments on or insinuations regarding the practice of the one 
who preceded him. Such comments or insinuations tend to 
lower the esteem of the patient for the medical profession 
and so react against the critic. 

EMERGENCY CASES 

Sec. 5. When a physician is called in an emergency and 
finds that he has been sent for because the family attend- 
ant is not at hand, or when a physician is asked to see 
another physician’s patient because of an aggravation of 
the disease, he should provide only for the patient's im- 
mediate need and should withdraw from the case on the 
arrival of the family physician after he has reported the 
condition found and the treatment administered. 


WHEN SEVERAL PHYSICIANS ARE SUMMONED 

Sec. 6. When several physicians have been summoned 
in a case of sudden illness or of accident, the first to arrive 
should be considered the physician in charge. However, 
as soon as the exigencies of the case permit, or on the 
arrival of the acknowledged family attendant or the phy- 
sician the patient desires to serve him, the first physician 
should withdraw in favor of the chosen attendant; should 
the patient or his family wish some one other than the 
physician known to be the family physician to take charge 
of the case the patient should advise the family physician 
of his desire. When, because of sudden illness or acci- 
dent, a patient is taken to a hospital, the patient should 
be returned to the care of his known family physician as 
soon as the condition of the patient and the circumstances 
of the case warrant this transfer. 


A COLLEAGUE’S PATIENT 
Sec. 7. When a physician is requested by a colleague to 
care for a patient during his temporary absence, or when, 
because of an emergency, he is asked to see a patient of 
a colleague, the physician should treat the patient in the 
same manner and with the same delicacy as he would 
have one of his own patients cared for under similar cir- 
cumstances. The patient should be returned to the care 
of the attending physician as soon as possible. 


RELINQUISHING PATIENT TO REGULAR ATTENDANT 

Sec. 8 When a physician is called to the patient of 
another physician during the enforced absence of that 
physician, the patient should be relinquished on the return 
of the latter. 
SUBSTITUTING IN OBSTETRIC WORK 
Sec. 9. When a physician attends a woman in labor in 
the absence of another who has been engaged to attend, 
such physician should resign the patient to the one first 
engaged, upon his arrival; the physician is entitled to 
compensation for the professional services he may have 
rendered. 


ARTICLE V. DirFERENCES BETWEEN PHYSICIANS 


ARBITRATION 
Section 1. Whenever there arises between physicians a 
erave difference of opinion which cannot be promptly ad- 
justed, the dispute should be referred for arbitration to a 
committee of impartial physicians, preferably the Board 
of Censors of a component county society of the American 
Medical Association, 
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SUGGESTIONS REQUESTED 


The conducting of an annual meeting demands personal 
attention to many details. There is but one uppermost 
thought—to meet, in so far as possible, the comfort and 
pleasure of those in attendance in order that they may 
derive the greatest benefits from the scientific program. 


The Scientific Program Committee is eager to receive 
suggestions as to how improvements can be made. Will 
you not send your comments and suggestions to the State 
Secretary ? 

i: ab ow 


HOTEL RESERVATIONS AT DEL MONTE 


All hotel reservations on the Monterey peninsula for 
our 1937 annual session will be made through Mr. Carl 
Stanley, manager, Del Monte Hotel, Del Monte, Cali- 
fornia. Reservations will be confirmed in the order of 
receipt. 

* * * 


The Tactics of Opposition 

1. Be Noisy 

If the majority favors a plan, support it, but rage vo- 
ciferously at the methods of the administration. Covertly 
obstruct. (This is called “deep stuff.”) 
2. Make Lots of Noise 

Propose other plans. The more plans the greater con- 
fusion. (This is called “smoke screen.) If possible 
gather support for a plan that will defeat the whole move- 
ment. (This is called “counter-movement.” ) 
3. Be Loud 

Try to divide the supporters of the movement that you 
wish to obstruct or destroy. (This is called “the split.’’) 
4. Yell and Rage 

Challenge the sincerity of any or all leaders of the other 
ide. (This is called “vilification.” ) 
. Bewail 

Place yourself in a position where you may get bumped. 
Scream and cry at the terrible injury. This will excite 
some sympathetic support. (This is called “the squawk.” ) 
6. Roar 

Keep everybody as mad as possible. (This is called 
“inciting unrest.”) Be quite careless with the truth, if 
necessary. Few take the trouble to investigate inflamma- 
tory allegations. (This is called “stretching it.”) 
7. Rave 

Threaten and bull-doze. (This is called “throwing a 
scare” or “putting on the heat.”) Occasionally let loose 
a dire prediction. The latter goes well. (This is called 
“auguring ill.’’) 
8. Moan and Groan 

Wear an air of deep suffering. (This is called “martyr- 
dom.”’) 
9. Yawp 

When you see that the fight is hopeless, that the others 
are surely going to win out and that your cause is lost, 
claim all the credit. (This is called “getting on the band- 
wagon.” ) 
10. Side-Step 

Start something else. (This is called “staging a come- 
back.” )—Oregon Medical Reporter. 
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Basic Science——The importance of physiology and bio- 
chemistry in the mental equipment of the internist has 
been long conceded. Dr. Roscoe R. Graham, writes: 
“While skill must be an asset to the surgeon, yet if not 
accompanied by the knowledge and appreciation of the 
biochemical, physiologic, and psychologic disturbances in- 
separable from all disease processes, the results of such 
surgical procedures will leave much to be desired. Such 
an individual is merely an operator, a technician, carry- 
ing out stereotyped procedures—not a surgeon. The train- 
ing of a surgeon has now become so complicated that the 
former presumably adequate knowledge of anatomy and 
surgical pathology must be supplemented by a training in 
biochemistry and physiology. To these sciences we are 
deeply indebted. 























Bs 
y 






July, 1936 





C. M. A/) DEPARTMENT OF 
PUBLIC RELATIONSt 





County Hospitals 


The following letter indicates what a member may ac- 
complish by way of causing laymen to perceive facts 
bearing upon county hospitals: 

May 20, 1936. 
Dear Doctor Warnshuis: 

After my conversation with you, I spoke before the 
Alhambra Farm Bureau last night on the doctors’ side of 
the County Hospital Initiative. Mr. Anthony Crafton ex- 
plained and advocated the initiative before I spoke. I had 
an audience of sixty very intelligent farmers and they 
were well impressed when I said the only objection the 
doctors had was that it would get in the hands of poli- 
ticians and that we were absolutely opposed to the way it 
has been handled in Kern County. What the Farm Bureau 
advocates and thinks the act amounts to is quite a harm- 
less affair that will allow the very poor, who cannot be 
classed as indigents, to get county hospital service for a 
small fee and that this would only be done through the 
social service investigators. All agreed with me that the 
act should be defeated if it would ruin the doctors or be 
made a political football. I told them that our experience 
has shown that the supervisors have taken advantage of 
it for politics and have erected extravagant county hospi- 
tals and the tax rate has been increased in those counties. 
I asked that they consult and work in coéperation with 
the Public Relations Committee of our County Medical So- 
ciety and they said they would. 

Many of the members of the Farm Bureau have bought 
stock in our local hospital and they insist that its future 
is more important than the initiative. They also want to 
have the local doctors secure and not under the mercy 
of the politicians. All were in favor of the act and most 
signed the petitions, but I think it will be easy to switch 
them over by November. I did not take a hostile attitude, 
and I think I made a good impression. They promised that 
they would see to it that it would be no political football 
and that the doctors would be safeguarded. I think that if 
we had reliable statistics we could easily convert them. 

Sincerely, 
(Signed) JoHN L. Bearp, M. D. 

713 Main Street, Martinez. 


County societies, through officers and committees, are 
requested to contact supervisors, granges, and farm bu- 
reaus and impart to their members actual facts. County 
hospitals management and administration must be re- 
moved from politics and taken out of the hands of poli- 
ticians. Success in accomplishing this lies in the hands of 
all of our members. Every member must bend to the task 
and educate his patients and friends to oppose this political 
control of county hospitals. 


* * * 


Hospital Insurance 


The House of Delegates of the American Medical As- 
sociation at its Kansas City meeting went on record in 
endorsing the policies and principles adopted by the De- 
partment of Public Relations and the Council of the 
California Medical Association. The American Medical 
Association declared laboratory and x-ray services to be 
medical services and as such should be under the control 
of the medical profession. The American Medical As- 
sociation also went on record in disapproving the invasion 
of medical practice by hospitals. 

At the Coronado meeting our House of Delegates estab- 
lished a like policy, as will be seen by the report of the 
Reference Committee. There can now be no question as 
to Medicine’s position in regard to this question as it 
relates to hospital insurance and the practice of medicine 
by hospitals. 


* The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. Charles A. Dukes of Oakland is 
the chairman, and Dr. F. C. Warnshuis is the secretary. 
Component county societies and California Medical As- 
sociation members are invited to present their problems 
to the committee. All communications should be sent to 
the director of the department, Dr. F. C. Warnshuis, 
Room 2004, Four Fifty Sutter Street, San Francisco. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 


HUMBOLDT COUNTY 


The Humboldt County Medical Society held their regu- 
lar monthly meeting on the evening of June 3 at Saint 
Joseph’s Hospital, President Woolford presiding. Twelve 
members were present. 

We had as our guest, Dr. Joseph McCool of San Fran- 
cisco, who spoke to us on Strabismus as to Etiology and 
Treatment. Doctors Holm, Gross and Charles Falk, Jr., 
discussed the paper. 

LAwreNcE A. Win, Secretary. 


e 
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SAN JOAQUIN COUNTY 


The regular monthly meeting of the San Joaquin County 
Medical Society was held in the Medico-Dental clubroom, 
Stockton, at 8:15 p. m., June 4. The meeting was called 
to order by President T. C. O’Connor. 

The regular meeting was preceded by the customary 
supper meeting at the Hotel Wolf, at which twenty-seven 
guests and members were present. The paper at the 
supper meeting was given by Dr. C. A. Broaddus, who 
talked on Balance of Eye Muscles. 

The minutes of the preceding meeting were read and 
accepted. The petition of Dr. Leo D. Smith for member- 
ship in the San Joaquin County Medical Society was 
passed on favorably by the Admissions Committee, and 
there being no objections from the floor, he was declared 
a member as of July 1, 1936. The petition of Dr. Henry 
C. Rixford for membership to the San Joaquin County 
Medical Society was presented and referred to the Ad- 
missions Committee. 

Doctor Doughty spoke on the response obtained from 
the members for speakers for the Speakers’ Bureau, and 
stated he would have speakers available for use any place 
in San Joaquin County. 

Doctor Gallagos submitted a report for Doctor Kydd- 
son, chairman of the Immunization Committee, who was 
not present. He stated that the Health Department would 
codperate with the doctors by furnishing vaccines, but 
would not be able to allow any fees for those who could 
not pay physicians’ fees. The nurse would contact the 
homes as usual and refer the parents to the family phy- 
sician. He also stated that the monthly Health Review 
would have a slip attached, which Doctor Sippy requested 
the physicians to fill out if they had immunized any chil- 
dren, so the records of the Health Bureau might be 
complete. 


Doctor Gallegos then reported on the formation of a 
mothers’ clinic or birth control clinic started at the San 
Joaquin County General Hospital, Monday, June 8. 

Delegates Broaddus and Powell reported on the recent 
convention at Coronado, and were of the opinion that the 
more populous counties had failed to give the less popu- 
lous counties due consideration in their fight against the 
encroachments of the county hospitals on private practice 
of medicine. 

The paper of the evening was presented by Ben Read, 
secretary of the Public Health League, who commented 
very forcibly on legislation impending and past. He told 
of the work of the League and stated they were organiz- 
ing for the coming fights at the November election. Dr. 
Junius Harris, councilor of the California Medical As- 
sociation, spoke on the problems confronting medicine in 
the State of California. Both of these papers and the 
reports of the delegates caused much lively discussion 
from the floor, many of the members entering into the 
comments. 

After the discussion was closed, Dr. Dewey Powell 
moved that the activity of the San Joaquin County Medi- 
cal Society on the impending fight against the County 
Hospital Bill be referred to the Board of Directors for 
formulation of plans and that the Society abide by these 
plans. This was seconded from the floor and the motion 
carried. 

G. H. Rourpacuer, Secretary. 
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CHANGES IN MEMBERSHIP 
New Members (23) 


Contra Costa County.—Robert J. P. Harmon, Leon E. 
Mermod. 


Fresno County.—Joseph R. Smith. 

Kern County—Henry A. Rivin. 

Orange County—Willard I. Covault, Wayne A. Harris. 

Riverside County.—Helen S. Clark, Glenn A. Westphal. 

Sacramento County.— Lung Fung, Glenn E. Millar, 
Leslie A. Runyan. 

San Benito County.—Robert S. Geen, John J. Haruff. 

San Diego County.—A. Antonio DaCosta, H. Lee Fuller. 

San Francisco County.— Frances Baker, Charles S. 
Capp. 

San Mateo County.— Harry E. Mason, Wendell H. 
Musselman, Frances R. Watson, Homer H. Whitney. 


Santa Clara County.—Anthony T. Sunzeri. 
Tulare County.—Frank L. Wiens. 


du Memoriam 


Beckett, Wesley Wilbur. Died at Los Angeles, June 3, 
1936, age 79. Graduate of University of Southern Cali- 
fornia School of Medicine, Los Angeles, 1888. Licensed 
in California in 1889. Doctor Beckett was a member of 
the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. ‘a 


Brendal, Frank Philip. Died at Sacramento, May 24, 
1936, age 48. Graduate of the University of California 
Medical School, San Francisco, 1917, and licensed in 
California the same year. Doctor Brendal was a member 
of the Sacramento Society for Medical Improvement, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


* 


Doig, Robert Peeper. Died at San Diego, May 9, 
1936, age 81. Graduate of the College of Physicians and 
Surgeons, Keokuk, Iowa, 1880. Licensed in California in 
1894. Doctor Doig was a retired member of the San 
Diego County Medical Society, the California Medical 
Association, and the American Medical Association. 


+ 


Kirkpatrick, John L. Died at Los Angeles, May 17, 


1936, age 62. Graduate of the University of Southern 
California Medical School, Los Angeles, 1899, and licensed 
in California the same year. Doctor Kirkpatrick was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and the American 
Medical Association. 


* 


Lackey, Howard Julian. Died at Oakland, May 15, 
1936, age 63. Graduate of Hahnemann Medical College 
and Hospital of Philadelphia, 1899. Licensed in Cali- 
fornia in 1900. Doctor Lackey was a member of the Ala- 
meda County Medical Association, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 


* 


Lagan, Edward. Died at San Francisco, May 17, 1936, 
age 68. Graduate of the University of California Medical 
School, San Francisco, 1891. Licensed in California in 
1892. Doctor Lagan was a member of the San Francisco 
County Medical Association, the California Medical As- 
sociation, and the American Medical Association. 


+ 


Miner, Lucien Luttrell. Died at Los Angeles, June 5, 
1936, age 58. Graduate of Columbia University College 
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of Physicians and Surgeons, New York, 1904. Licensed 
in California in 1926. Doctor Miner was a member of 
the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. . 


Moore, Thomas Verner. Died at San Jose, June 6, 
1936, age 53. Graduate of Creighton University School 
of Medicine, Omaha, 1911. Licensed in California in 1913. 
Doctor Moore was a member of the Santa Clara County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


OBITUARIES 


Campbell Palmer Howard 
1877-1936 


Our members in attendance at the Coronado session 
gained and retained a most impressive opinion of one of 
the guest speakers, Dr. Campbell P. Howard, who con- 
ducted the Clinico-Pathological Conference at the second 
general meeting. 


After the meeting Doctor Howard went to Los Ange- 
les for a short visit with friends in Santa Monica. On 
June 3, near the approaching evening, he was seized 
with a sudden cardiac pain and expired in five minutes. 
His body was returned to Montreal. 


Doctor Howard was born April 2, 1877. He obtained 
his B. A. in 1897 in McGill, and his M. D., C. M., in 1901 
from the same university. He served his internship in 
Johns Hopkins, under Dr. William Osler. The years of 
1902 to 1906 were spent in Europe in study. From 1910 
to 1924 he was professor of medicine in the University 
of Iowa. Since then he has held the chair of clinical medi- 
cine in McGill University. 

Doctor Howard was a frequent contributor to medical 
publications and collaborator in Osler’s practice, Nelson’s 
and Forscheimer’s systems. 

Upon his death the Association’s condolences were 
wired to his family. The members of the California Medi- 
cal Association regret the departure of this medical scien- 
tist and leader. Our regret is keener by reason of the 
fact that his end came shortly after his enjoyable and 
stimulating hours with us at Coronado as the guest 
speaker and leader in the Clinico-Pathological Conference 
at the Coronado annual session of the California Medical 
Association. 
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Wesley Wilbur Beckett 
1857-1936 


In the death of Dr. Wesley Wilbur Beckett, which 
occurred on June 3, 1936, the California Medical Associ- 
ation lost its president of 1909. 

Born in Oregon seventy-nine years ago, of pioneer stock 
who crossed the plains, Doctor Beckett came to California 
at an early age, finally settling in San Luis Obispo 
County, teaching school there and afterward filling the 
position of assistant superintendent of schools. 

In 1885 he entered Cooper Medical College, taking his 
first year there, but going to the University of Southern 
California for his last two years, graduating from that 
school in 1888, a member of its first class and becoming 
one of its most distinguished alumni. 

Doctor Beckett built up a large practice in Los Ange- 
les, and was recognized as one of its ablest surgeons. He 
filled many positions of honor and trust. He was presi- 
dent of the Southern California Medical Association in 
1901, Los Angeles County Medical Association in 1904, 
Clinical and Pathological Society of Los Angeles in 1906, 
California Medical Association in 1909, and of the Associ- 
ation of Life Insurance Medical Directors in 1926. He 
retired from practice many years ago to give his entire 
attention to his position as medical director of the Pacific 
Mutual Life Insurance Company, an office which he had 
already occupied for some years previously. He was a 
vice-president of the company. 


Doctor Beckett was always keenly interested in medical 
education. He became a trustee of the University of 
Southern California in 1895, a position which he held 
until his death. He occupied the chairs of obstetrics and 
gynecologic surgery at one time or another in the early 
school, but his greatest work in this connection, and what 
is probably his greatest monument, is the reorganization 
and reopening of the medical department of the University 
of Southern California in 1928. The University had con- 
ferred upon him the degree of LL. D. in 1927, “in recog- 
nition of his service in medical education.” 


In the passing of Doctor Beckett the city of Los Ange- 
les has lost a distinguished citizen, the Los Angeles 
County Medical Association one of its oldest and one of 
its most valued members, the University of Southern Cali- 
fornia one of its ablest officers and most distinguished 
graduates, and the State Medical Association a valued 
and respected colleague. 


Doctor Beckett was a man of warm personality, a sin- 
cere friend, a wise counselor, and a man of many bene- 
tactions.* 


If you would live well in this world, strive to gain 
wisdom and to perfect your relations with your fellow 
men.—Leon J. Richardson. 


* See also item in June CALIFORNIA AND WESTERN MEDI- 
CINE, page 536. 
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THE WOMEN'S AUXILIARY TO 


THE CALIFORNIA MEDICAL 
ASSOCIATIONt 


MRS. ANDREW J. THORNTON................................President 





Report of the President 
Dear Fellow Members: 


A year ago I stood before the group of Auxiliary mem- 
bers who had assembled in session in Yosemite Valley 
and promised to fulfill the duties allotted to this office to 
the best of my ability. I have made every effort possible 
to do this. 

In thinking over the situation on the start, I wondered, 
considering the very capable women who had preceded 
me, if there was anything left for me to do but to just 
oil the machinery. I was also reminded of an article that 
I had once read, entitled “These I Will Keep.” The 
woman who had written it, instead of making New Year’s 
resolutions at the beginning of the year, was taking stock 
of what was worth while in her life and deciding what 
she would keep. 


We have been organized seven years. Each year has 
brought in its quota of progress, and as the years go on 
this should be the case. Each president finds some piece 
of work that especially appeals to her and that she con- 
siders important. As she approaches her year’s work she 
needs to consider the outlook as a whole, selecting the 
most important activities and to herself say, “These I will 
keep.” 

I have not called my part in this program a report. 
I am leaving reports of the year’s work to the chairmen 
and county presidents, believing that they should enjoy 
to the utmost the recountal of their own accomplishments. 
I can say that the work done by them has been of splen- 
did value and that we may all be rightfully proud of their 
achievements. 


Two weeks after our Yosemite convention last year, I 
left for our National convention at Atlantic City. That 
sounds like ancient history now and I shall not give you 
any details of that trip. Many of you have read my re- 
port of the activities of that convention. I want to say if 
any of you have just a lukewarm interest in our organi- 
zation, I urge you to attend a National convention and 
become an enthusiast. It is stimulating to meet those 
interested women, hear reports from all over the United 
States and to mingle with that large Auxiliary group, 
remembering that we are all united for one purpose—the 
promotion of scientific medicine. I am so happy that Mrs. 
Thornton could enjoy the National convention just before 
taking up her duties as state president. 

Believing that personal contact is a strong factor in 
helping the counties to realize that they are an important 
link in a larger organization, I made an effort to visit all 
the counties. California now has a total of seventeen 
organized counties. I visited and addressed fifteen of these 
counties. This meant miles of travel. Our counties are 
scattered all along the line from Siskiyou near the northern 
state boundary line to San Diego, a distance of seven hun- 
dred miles. Orange and Riverside, the two counties that 
I did not reach, were dated for an early visit in February, 
when I was to go south for a Board meeting. A telegram 
from our National president, Mrs. Herbert, saying that 
she would be in Oakland on these dates and in Los Ange- 
les a little later in the month, caused us to change the 
date of our Board meeting, so I missed their meeting 
days. I was sorry indeed, but the nice president of Orange 
County, Mrs. Green, said that I would be just as welcome 


+ As county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Robert M. 
Furlong, chairman of the Publicity and Publications Com- 
mitttee, Linden Lane, San Rafael. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Furlong and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate two pages 
in every issue for Woman’s Auxiliary notes. 
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as a “past.” So that is a leftover to which I shall look 
forward. 


It has been thrilling to have five new counties join us 
this year. On each occasion Mrs. Sargent has done the 
organizing. It gave me a feeling of satisfaction to visit 
these groups. Two of these counties are small and iso- 
lated: one is Lassen-Plumas, up in the high Sierra; the 
other, Siskiyou County. Both have fine, interested mem- 
bers. Marin is rather small in numbers, but I consider 
them just about ideal in the way they carry on their work. 
Fresno is another fine group. I did enjoy my trip to 
Fresno. The doctors’ wives are the leaders in all civic 
affairs—fine public relations work, I would say. San 
Francisco has joined us, with a membership of two hun- 
dred. They are making splendid progress and, with all 
the opportunities that San Francisco has to offer, they 
will soon be making great strides. 


By these contacts I have made rare friendships, and I 
hope that I may have been the medium through which 
the friendship of the state at large was brought home to 
them. 


It was an enjoyable event this year to have our Na- 
tional president, Mrs. Rogers N. Herbert, visit our state. 
It is the first time that a National president has come to 
the West for a visit. Her first stop was in Oakland, 
where a luncheon was given in her honor, which the other 
northern counties were invited to attend. Representatives 
from six counties were present. Mrs. Herbert has a most 
pleasing personality, and her thrilling address was much 
appreciated by all present. She was also entertained in 
San Francisco, the guest of Mrs. Geiger. Later on in the 
week we had the pleasure of having Mrs. Herbert attend 
our State Board meeting in Los Angeles. That afternoon 
we all attended a very delightful tea arranged by Mrs. 
Barrow and sponsored by the Los Angeles group. Mrs. 
Herbert addressed this group also. 


San Francisco and Alameda County women played an 
important part in the entertainment of the wives of the 
surgeons who convened in San Francisco in November. 
The Auxiliary members in Sacramento entertained the 
visiting physicians’ wives at the annual meeting of the 
California Tuberculosis Association held in Sacramento 
in April. 

During the year we have held our two Board meetings. 
The September meeting was held in Oakland, and the 
February meeting in Los Angeles. Fourteen members at- 
tended each meeting. Considering the long distance that 
some women had to go to attend the meetings, I was 
certainly pleased to have that number. We all enjoyed 
having Doctors Pallette and Barrow as guest speakers 
at the Los Angeles meeting. 

It has been a great joy to work with the women who 
constitute my board. I am not trying to flatter when I 
say that it would be hard to find a group of women who 
would be so considerate and kind, codperating in every 
way possible and doing, each one, her special line of work 
to the best of her ability. I treasure the friendships made 
among my board members. 


In the reports you will hear in detail about our first 
Public Health Institute. The fact that it was given by 
my own county and in my own city was very gratifying 
to me. Also that it was such a successful venture . 

I believe that Los Angeles County, under the leader- 
ship of Mrs. Barrow, has accomplished a most construc- 
tive piece of work—that of forming the assembly districts. 
This is of such importance that it cannot be ignored by 
the other counties. Fresno and Orange have followed the 
good examples of Los Angeles, and I hope by this time 
next year most of the other counties will do the same. 

In talking with the members throughout the state, I 
was surprised to find that so many were a little vague 
as to what our Courier really is. In case there are some 
here today who do not know, let me say that it is the news 
sheet for the State Auxiliary, edited by our publicity 
chairman and published twice a year. An effort is made 
to have it reach every Auxiliary member. The cost is 
taken care of by the State. Last year it made its appear- 
ance for the first time, and as a single sheet. This year 
it has doubled its size. We have been commended very 
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highly for this venture by National, who has suggested 
that more states follow our example. 

I just cannot help but put in my little word about 
Hygeia. Such a wonderful magazine to put before the 
public to help strengthen our purpose! I wish to con- 
gratulate the smaller auxiliaries on their successful work 
with Hygeia. It is a noticeable fact that the smaller 
counties have made a much better showing than the larger 
counties in their promotion of Hygeia. I wish every one 
of you would go home from this convention with the 
determination to do your part to see that it has a larger 
circulation in your county. 

We are closing our year on a good financial basis. We 
have not exceeded our budget. We have enjoyed the 
cooperation and support of the State Medical Advisory 
Committee at all times. 

One of my ambitions this year has been to stress co- 
operation and friendship, without which no organization 
can reach its goal. My personal visits and the many let- 
ters written to officers and county presidents have helped 
to keep us in friendly accord. 


It is my earnest wish that the members throughout the 
state will extend to Mrs. Thornton the same friendly 
gestures and codperation that I have enjoyed. Let me 
say, in closing, that all through the year I never once for- 
got to oil the machinery. It has been a pleasure to serve 
my State. I thank you. 

Mrs. THomas J. CLark. 


* * * 


In Memoriam * 


As we are enjoying this seventh annual convention, 
meeting old friends and renewing acquaintanceships made 
at previous ones, we are missing certain members who 
will never meet with us again nor with their own county 
societies, for during the past year they have been called 
“home,” and we pause in our busy program to hold them 
in loving remembrance. 


As fellow members they graciously made their con- 
tributions in many different ways. We are indebted to 
them and we miss them. 


Let us turn, though, from the sadness of broken friend- 
ships to the consolation of happy memories and to the 
inspiration of their loyalty to and interest in our Auxiliary 
work. 

There is much ahead of us now to be done—many lines 
of activity in this our work as doctors’ wives, which chal- 
lenge the best we have to give. 

With the thought of these faithful ones in mind, and 
with the knowledge that time is fleeting, can we not best 
honor their memory by striving with enthusiasm toward 
those ideals which they held in common with us, and help 
advance the true light of scientific medicine in our spheres 
of activity? 

DecEAsED MEMBERS—1935-1936 


Alameda County—Mrs. C. G. Browne and Mrs. Daniel 
Crosby, both of Oakland. 


Contra Costa County—Mrs. J. N. Bumgarner of Rich- 
mond. 


Los Angeles County—Mrs. George K. Dasey of Santa 
Monica, Mrs. Franklin M. Dryden of Pasadena, Mrs. 
Vernon O. Heddens of Pasadena, and Mrs. Mary A. 
Smith of Whittier. 


Marin County—Mrs. Carl W. Clarke of Ross. 
San Diego County—Mrs. C. S. Marsden of San Diego. 


If mankind were to make full use of its present knowl- 
edge of personal and public health, the expectancy of life 
could be increased from its present span of sixty years to 
seventy-five years, with a corresponding increase in per- 
sonal happiness and efficiency, Dr. Dean Franklin Smiley, 
director of the Cornell University health service, told the 
Public Health Nursing Association of Rochester at a 
recent meeting—New York State Journal of Medicine, 
February 15, 1936. 


* Report made by Mrs. J. C. Condit. 
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Coming Meetings 

Pacific Northwest Medical Association, Portland, Ore- 
gon, July 8-11, 1936. C. W. Countryman, Medical and 
Dental Building, Spokane, secretary. 

Pan-Pacific Surgical Congress, Honolulu, Hawaii, Au- 
gust 60-14, 1936. George W. Swift, M.D., 902 Boren 
Avenue, Seattle, Washington, president. 


Medical Broadcasts * 


The American Medical Association broadcasts have 
been discontinued for the summer months. A new series 
is under consideration for the autumn and winter of 1936- 
1937. 
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San Francisco County Medical Society.— The radio 
broadcast program for the San Francisco County Medical 
Society for the month of July is as follows: 

Tuesday, July 7—KYA, 6 p. m. 

Tuesday, July 14—KYA, 6 p. m. 

Tuesday, July 21—KYA, 6 p. m. 

Tuesday, July 28—KYA, 6 p. m., 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medical 
Association for the month of July is as follows: 
Saturday, July 4—KFI, 9 a. m. Subject: The Road of 

Health. 

Saturday, July 4—KFAC, 10:15 a. m. 
tor and you. 

Tuesday, July 7-—KECA, 10:30 a. m. 
of Health. 

Saturday, July 11—KFI, 9 a. m. 

Health. 

Saturday, July 11-—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, July 14-—-KECA, 10:30 a. m. 
of Health. 

Saturday, July 18—KFI, 9 a. m. 

Health. 

Saturday, July 18—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, July 21—KECA, 10:30 a. m. 
of Health. 

Saturday, July 25—kKFI, 9 a. m. 

Health. 

Saturday, July 25—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, July 28—-KECA, 10:30 a. m. 
of Health. 


Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 


Subject: The Road 


Alpha Gamma Mu Alpha.—A new society was born 
at Kansas City during the recent American Medical As- 
sociation meeting—the A. G. M. A. (Alpha Gamma Mu 
Alpha), a postgraduate medical fraternity; secret, of 
course. Its object is to promote thought. It has no dues. 
Initiation fees are $1. Its members must belong to their 
County, State, and American Medical societies. Its meet- 
ings are held when and where the American Medical 
Association meets. 

Its officers are: President, Arthur E. Guedel, 613 North 
Elm Drive, Beverly Hills, California; secretary-treasurer, 
LeRoy S. Peters, National Bank Building, Albuquerque, 
New Mexico; delegate, John W. Shuman, 3780 Wilshire 
Boulevard, Los Angeles, California. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 








Dean E. P. Lyon of the University of Minnesota 
Retires.—At the close of the present academic year, Dr. 
E. P. Lyon, Dean of the Medical School, retires from 
active service at the University of Minnesota. During his 
administration, covering a period of twenty-three years, 
the Medical School has exhibited steady and continued 
growth. As a fitting tribute to his stimulating leadership, 
the alumni and faculty of the Medical School propose to 
establish in his honor the Elias Potter Lyon Medical 
Lectureship at the University of Minnesota. The fund for 
this purpose is to be raised through subscriptions by 
alumni, faculty, students, and friends. Contributions to 
the Lyon Lectureship fund may be sent to Mr. William 
T. Middlebrook, Comptroller, University of Minnesota, 
Minneapolis. 


Corrections in the U. S. P. XI.—Since the appear- 
ance of the new Pharmacopeia in December of 1935, the 
text has been subjected to intensive review and some cor- 
rections have been found necessary. In so far as these 
cover typographical errors or accidental inaccuracies, au- 
thority has been given to publish the list of corrections 
in pharmaceutical and medical journals. 

Purchasers of the new Pharmacopeia may also obtain 
a printed list of these corrections for insertion in their 
copies of the United States Pharmacopeia. Send a three- 
cent stamp to cover postage to the publishers of the 
Pharmacopeia, the Mack Printing Company, Easton, 
Pennsylvania. 

Questions have also arisen concerning certain pharma- 
copeial assays or tests, and these are under investigation. 
In those cases where it becomes desirable to revise any 
of the printed monographs such changes will be announced 
by “Interim Revision” procedure. 


Industrial Accident Commission: Safety Depart- 
ment.—The committees that have been considering the 
Mine Safety Orders met in Los Angeles on May 25, 1936, 
and in San Francisco on June 4, 1936. The orders have 
been revised in accordance with the suggestions received 
at previous meetings of the committees and from other 
sources. 

On May 27, 1936, the State Traffic Safety Advisory 
Committee met in the Biltmore Hotel, Los Angeles. 

The second annual meeting of the Western Safety Con- 
ference will be held at Salt Lake City on September 21, 
22, 23, and 24, 1936. The reports from B. D. Nebeker, 
Industrial Commissioner of Utah, are that twenty-two 
safety organizations have joined hands in making this an 
outstanding meeting. 

In addition to the eleven western states (California, 
Oregon, Washington, Idaho, Montana, Nevada, Colorado, 
Arizona, New Mexico, Wyoming, and Utah) Baja Cali- 
fornia, British Columbia, and Hawaiian Territory have 
been invited to participate. 

The Department of Public Health has released the 
figures for accidental deaths in California for 1935. Of 
the 477 occupational deaths listed, 142 were due to trade, 
88 to agriculture, 67 to construction, and 60 to transpor- 
tation and public utilities. Mining and quarrying were 
responsible for forty-eight deaths, 


The necessity of each individual knowing how, when 
and where to swim is forcibly brought to light by the 
fact that 324 persons were drowned during the year. In 
the homes there were 251 deaths from conflagrations, 
burns and explosions, and falls killed 805; of the latter, 
596 were to persons of sixty-five years or over. 
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Fewer Homicides in California—During 1935 there 
were forty fewer homicides than in 1934. There were 
registered with the California State Department of Public 
Health 435 homicides in 1934 as compared with 395 in 
1935. Of the 395 such events that were recorded last 
year, 337 were murders and 49 were justifiable homicides, 
30 by police officers and 19 by other individuals. 

Most homicides are caused by firearms. Relatively few 
are caused by cutting and piercing instruments. The ready 
availability of firearms probably constitutes the most im- 
portant factor in the production of homicides. 

Out of 395 homicides reported last year 117 were in 
Los Angeles and 29 in San Francisco. There were 11 in 
Sacramento, 9 in San Diego, 7 in Stockton, and 7 in San 
Bernardino. The remainder were scattered throughout 
the state. 

It will be noted that an average of more than one homi- 
cide occurs in California for every day in the year. 


Federal Emergency Administration of Public Works 
in California—The Public Works Administration pro- 
gram in California has reached a volume of 395 non- 
federal projects representing a total estimated cost of 
approximately $136,000,000, according to a special report 
made recently to A. D. Wilder, State Public Works Ad- 
ministration Director, 1210 Hewes Building, San Fran- 
cisco. 

That the Public Works Administration has spread a 
blanket of employment activity in the federal and non- 
federal divisions of its program over the entire fifty-eight 
counties of California, is the additional information con- 
tained in the report confirmed by the Public Works Ad- 
ministration’s Division of Economics and Statistics in 
Washington. 

Of the 395 non-federal projects widely distributed in 
California, 119 are entirely completed; 233 are in process 
of completion; and 43 are ready to start, excepting for a 
few details in the thorough preliminary preparations. A 
large proportion of the projects being built are nearly 
finished. 

The number of projects and the amount of the total 
investment are about evenly divided between Northern 
California and Southern California. The bulk of the 
millions invested in the Public Works Administration 
permanent projects in California is in public school build- 
ings, which comprise more than $58,000,000, or 43 per 
cent of the entire program. 

The total number of projects is not regarded as truly 
representative of the magnitude of the work in California, 
in the opinion of the Public Works Administration 
officials. They state there are several multiple projects 
and cite as an illustration a single project in Los Angeles 
which includes four hundred school buildings. 

A. D. Wilder, State Public Works Administration Di- 
rector, emphasizes the fact that, of the estimated cost of 
$136,000,000 for the non-federal projects for California, 
the sum of $70,000,000 was put up by Uncle Sam’s part- 
ners, in the shape of California’s county and city govern- 
ments, school or irrigation districts, or other similar 
bodies; and the balance of $66,000,000 by the Federal 
Government. 

“The codperation and teamwork between the Federal 
Government and the numerous local units of government 
in this Public Works Administration program in Cali- 
fornia has been most harmonious and effective,” said Mr. 
Wilder. “In some instances, 70 per cent of the amount 
was provided locally; on other projects, 55 per cent of 
the estimated cost was borne by the authorized political 
or private unit. 

“California Public Works Administration program has 
not only given employment to thousands of men and 
women on the sites of the projects, but the material orders 
have given employment to innumerable more thousands in 
the durable goods industries in this state and other states. 
California’s part in the national program has been a 
mighty factor in stimulating additions to numerous pay- 
rolls in the heavy goods industries in the mid-West and 
East. Millions of California’s and the Federal Govern- 
ment’s dollars have bought materials to build enduring 
and beneficial public works in this state, as well as being 
the cause of hiring more employees on transportation sys- 
tems and like auxiliary activities.” 
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Julius Rosenwald Fund Report.— At the regular 
spring meetings of the Julius Rosenwald Fund concluded 
yesterday its trustees expressed gratification at the accom- 
plishments of the Fund in coéperation with other agencies 
in making good medical care more available to people 
of small means. They expressed their continued interest 
in medical economics and their desire that programs in 
this field be carried forward effectively. During the past 
year plans for making medical care more available to 
people of small means have grown substantially. Volun- 
tary insurance to lower the cost of hospital care—group 
hospitalization—has doubled now, covering some 350,000 
persons, with plans being established monthly in new com- 
munities. ... The Julius Rosenwald Fund, 4901 Ellis 
Avenue, Chicago, Illinois, will continue to assist in the 
extension of the insurance principle in relation to hospital 
service, in scientific studies concerning the cost and the 
organization of medical care and in the education of 
qualified personnel for studying and administering hospi- 
tals and clinics. 


Federal Emergency Administration of Public Works. 
When one new employee is hired on a PWA project, four 
and a half new employees are added to the payrolls of 
industries supplying materials for that project, according 
to a survey received today by A. D. Wilder, State Public 
Works Administration Director, 1210 Hewes Building, 
San Francisco. 

The special report was made to the California Public 
Works Administration state office by the United States 
Bureau of Labor Statistics in the Department of Labor, 
which had completed a study of a cross section of Public 
Works Administration operations in the form of six com- 
pleted power projects which shows “that the indirect labor 
in relation to direct labor was four and one-half to one.” 

“We cannot place too much emphasis on the importance 
of the vast amount of indirect labor which is created by 
projects of the Public Works Administration in Cali- 
fornia,” said State Public Works Administration Director, 
A. D. Wilder. “Our off-site employment is greatly in 
excess of our direct labor and equally, if not more, bene- 
ficial. Such facts are well shown by this special survey 
by the Department of Labor.” 


American College of Surgeons: Clinical Congress.— 
The twenty-sixth annual Clinical Congress of the Ameri- 
can College of Surgeons will be held in Philadelphia, 
October 19-23, 1936, with headquarters at the Bellevue- 
Stratford Hotel. This will be the fifth congress in Phila- 
delphia, and the American College of Surgeons is looking 
forward with great interest to viewing again the work of 
colleagues in that great medical center with its many fine 
hospitals, splendid schools, and large group of outstand- 
ing clinicians. 

The Philadelphia Committee on Arrangements is plan- 
ning a clinical program which will provide a complete 
showing of the surgical activities at the five medical 
schools and more than thirty hospitals that will partici- 
pate. All branches of surgery will be represented therein. 
Among the special features of the clinical program are: 
(1) Cancer clinics, demonstrating treatment by surgery, 
radium and x-ray; (2) fracture clinics, presenting modern 
methods of treatment; and (3) clinics in traumatic sur- 
gery, demonstrating the newer methods of rehabilitation 
of the injured. A preliminary clinical program is pre- 
sented in the current issue of Surgery, Gynecology, and 
Obstetrics, and in the June Bulletin of the College. 


The Congress opens on Monday morning, October 19, 
with the annual hospital conference. On Monday evening, 
at the presidential meeting, the new officers will be in- 
augurated. The address of the retiring president, Dr. 
Donald C. Balfour, will be a feature of this meeting. On 
Friday evening, at the annual convocation of the College, 
Dr. Eugene H. Pool, president-elect, will deliver his in- 
augural address and the 1936 class of initiates will be 
received into fellowship. 


At other evening scientific meetings and at various con- 
ferences during the week, eminent surgeons of the United 
States and Canada, with a number of distinguished visi- 
tors from foreign countries, will present and discuss 
papers on surgical subjects of timely importance. 
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Standards Set for Canned Dog Foods. — Effective 
June 3, 1936, all dog and cat foods packed in California 
must comply with state standards regarding quality of 
ingredients and labeling, according to an order issued by 
Dr. Walter M. Dickie, Director of the California State 
Department of Public Health. After this date, all such 
canned products that do not conform to the California 
Pure Foods Act will be seized wherever they may be 
found in the state. 

It has been discovered that during the depression some 
underprivileged individuals began the practice of eating 
canned dog and cat foods because of the belief that their 
meat content was high. Recent investigations have re- 
vealed the fact that putrid inedible and diseased products 
are sometimes used in the manufacture of commercially 
packed dog and cat foods. In order to stop this practice, 
the state health authorities will hereafter regard as adul- 
terated, within the meaning of the California Pure Foods 
Act, any canned dog and cat foods that consist in whole 
or in part of filthy, decomposed or putrid animal or vege- 
table substances, of any portion of an animal or vegetable 
unfit for food, whether manufactured or not, or if it is the 
product of a diseased animal, or one that has died other- 
wise than by slaughter. 

Such canned food must be packed in hermetically sealed 
containers and the contents must be wholesome and nu- 
tritious for dogs, cats or any domesticated animal. It may 
be composed of edible fresh, frozen or cured meat, meat 
by-products, or fish either wholly or in part. It may also 
contain cereals and other edible food products in permissi- 
ble proportions provided that the presence of any or all 
of such are indicated on the label. 

All such canned dog and cat foods that comply with 
the regulations must bear the following notations on the 
label: “Production Supervised by State of California De- 
partment of Public Health, Bureau of Cannery Inspec- 
tion.” Furthermore, the terms “fit for human food” or 
“fit for human consumption” are prohibited on the labels 
of canned dog or cat foods. 


1936 Graduate Fortnight: New York Academy of 
Medicine.—For the annual graduate fortnight of the New 
York Academy of Medicine a subject of outstanding im- 
portance in the practice of medicine and surgery is selected 
and is presented from as many angles as possible. An 
attempt is made to offer to the profession a grasp of the 
advances in medicine so that the busy practitioner may 
be informed as to the last word on a given topic. 

The ninth annual graduate fortnight will be held Octo- 
ber 19 to 31, and will be devoted to a consideration of 
trauma; occupational diseases and hazards. 


Twenty-three important hospitals of the city will pre- 
sent codrdinated afternoon clinics and clinical demonstra- 
tions. At the evening meetings prominent clinicians from 
various parts of the country who are recognized authori- 
ties in their special lines of work will discuss various 
aspects of the general subject. 


A comprehensive exhibit of books, pathologic and re- 
search material, apparatus for resuscitation and other 
first-aid appliances will be assembled. Demonstrations 
will be held at regular intervals. 


Some of the features to be presented at the meetings, in 
the clinics, and in the exhibit, will be: First aid in indus- 
try, in the home, and on the highway; accidents and their 
management; resuscitation; shock and hemorrhage; haz- 
ards of athletics; general principles of fracture treatment ; 
fractures of the extremities; injuries of the head, spine, 
abdomen, chest, and genito-urinary systems; hand inju- 
ries; burns—thermal, electrical, radiant, and chemical; 
medico-legal aspects of trauma and disability; war inju- 
ries and emergencies, including injuries caused by the 
high explosives, medical aspects of chemical warfare, gas 
attack, gas defense; carbon monoxid poisoning; fatigue 
and noise in industry; harmful conditions in industry; 
occupational diseases; occupational hazards; industrial 
poisonings; relation of trauma to disease. 

The medical profession is invited to attend. A complete 
program and registration blank may be secured by ad- 
dressing Dr. Frederick P. Reynolds. the New York 
Academy of Medicine, 2 East 103rd Street, New York 


City. 
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The Spirit of Science.—In 1870 Gaston Paris, eminent 
French philologist, wrote a letter to a German scholar 
from which the following quotation is taken. This letter 
was written during the Franco-Prussian War at a time 
when the city of Paris was under seige. Nevertheless, 
the Frenchman remained steadfast in his devotion to ideals 
as expressed in this communication to a citizen of an 
enemy nation. The late Dr. Herman M. Adler, at a con- 
ference of heads of state institutions in California, referred 
to the high ideals expressed in this communication. 

“I profess absolutely and without reservation this doc- 
trine: that science has no other object than the truth, and 
the truth for its own sake, without any care as to the 
consequences, good or bad, regrettable or fortunate, which 
that truth may have in practice. He who through a patri- 
otic motive, religious, and even moral, allows himself, in 
the facts that he is studying, in the conclusions that he 
draws, the least concealment, the slightest alteration, is 
not worthy of holding his place in the great laboratory 
where probity is a claim for admission more indispensable 
than skill. Thus understood, the studies that we share, 
carried on with the same spirit in all civilized countries, 
form, above nationalities which are restricted, diverse, 
and too often hostile, a great fatherland which no war 
‘soils, which no conqueror threatens, and in which men’s 
souls find the refuge and the unity that the City of God 
has given them in other times.” 


Tuberculosis Death Rate Lowered.—There were 4,516 
deaths from tuberculosis registered in California last year 
as compared with 4,611 such deaths registered in 1934. 
The rate dropped from 74.9 per hundred thousand in 1934 
to 72 per hundred thousand in 1935. 

Of the 4,516 individuals who died of tuberculosis in 
California last year, 3,179 had lived within the state for 
ten years or more, 576 had lived in California from five 
to nine years, 357 had lived here from one to four years, 
and 186 tuberculosis decedents had lived in California for 
less than one year. By months the length of residence 
within the state of tuberculosis decedents last year was 
as follows: Under one month, 22; one to three months, 
44: four to six months, 43; seven to twelve months, 77. 


Of these deaths 4,105 were due to tuberculosis of the 
lungs, 131 to tuberculosis of the meninges, 103 dissemi- 
nated tuberculosis, and the remainder were caused by 
tuberculosis of other organs of the body. 


A true tuberculosis death rate for each community of 
the state is not available for the reason that many county 
institutions where tuberculosis deaths occur in great num- 
bers may be located within cities, thus providing an ab- 
normally high tuberculosis death rate for the city. If the 
county hospital is in the rural district an abnormally high 
tuberculosis death rate is provided for the county as a 
whole. 

It is noticeable that tuberculosis death rates are higher 
in those counties where state hospitals and other hospitals 
are located. In those counties where there are many pri- 
vate institutions for the specific treatment of the tubercu- 
lous the death rates are inordinately high. In those cities 
that are known to be centers for casual laborers the death 
rate is exceptionally high. The same is true also of some 
of the southern counties where there are large numbers of 
Mexicans and other foreign-born who possess little or no 
immunity against the disease. 


In consideration of the fact that untold numbers of 
tuberculous individuals migrate to California each year 
in the hope of finding benefits in a favorable climate, the 
low tuberculosis death rate for the state constitutes an 
enviable record. To be sure, it is much higher than that 
for most of the other states. That it should be maintained 
at so low a level in spite of the unprecedented migration 
to California is a matter of congratulation. Credit also 
should be given to those counties which maintain adequate 
machinery for the prevention of the disease and for the 
removal and isolation of active cases. 


$5,358,760 in Social Security Checks Sent to Four 
States.—United States Treasury checks totaling $5,358,- 
759.96 were issued to California, Wisconsin, Washington, 
and Iowa to cover the public-assistance grants to those 
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states for the current quarter, April 1 to June 
Social Security Board announced recently. 


California receives its first allotment of federal funds— 
$2,700,140.63—following approval of the state’s old-age 
assistance plan by the Social Security Board on May 6. 

Wisconsin receives a total of $1,272,790.83, which in- 
cludes $945,000 for aid to the aged, $69,457.50 for aid to 
the blind, and $258,333.33 for aid to dependent children. 
Washington receives $700,703.50, consisting of $486,202.50 
for aid to the aged, $39,501 for aid to the blind, and 
$175,000 for aid to dependent children. Iowa receives 
$685,125 for aid to the aged. 


Thirty-four states and the District of Columbia have 
thus far taken advantage of the public-assistance pro- 
visions of the Social Security Act and are receiving fed- 
eral aid in providing for their needy aged persons, blind 
persons, and dependent children. Federal contributions to 
these states for the three months ending June 30 are ex- 
pected to total $18,500,000. 


In order to qualify for federal funds, states must set 
up public-assistance plans which meet certain requirements 
specified in the Social Security Act and must submit their 
plans to the Social Security Board for approval. When 
a state plan for aid to the needy aged or the blind is’ 
approved, the Federal Government will pay half of any 
amount, up to a combined federal-state total of $30 a 
month to an individual, which the state grants to needy 
persons sixty-five years of age and over and to the needy 
blind, provided these aged or blind are not inmates of 
public institutions. The Federal Government also adds 
five per cent to its half in making its contribution. The 
states may use this additional amount for administering 
their plans, for cash payments to needy individuals, or 
for both. 

Under approved plans for aid to dependent children, 
the Federal Government will match $1 for every $2 dis- 
bursed by the state for this form of assistance, up to a 
combined federal-state total of $18 per month for the first 
dependent child in a family, and $12 per month for each 
additional dependent child in the same family. Federal 
grants also include one-third of the state’s administrative 
costs for this form of assistance. 
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LETTERS 


Concerning article in “Time” in which American 
Medical Association and California Medical Associ- 
ation activities were mentioned.* 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
535 NortH DEARBORN STREET 
CHICAGO 
June 8, 1936. 
Dear Doctor Kress: 

Rock Sleyster has written to me relative to certain 
doubts which seem to exist in your vicinity relative to my 
relationships to Time magazine. 

Just as soon as I read your editorial on Time magazine 
in last month’s issue, I wrote a letter to Henry Luce. He 
apparently turned the letter over to Myron Weiss, who 
is in charge of science editing. I enclose herewith copy 
of my letter to Mr. Luce. . This should let you know 
where I stand in relationship to Time magazine. 


Sincerely yours, 
Morris FISHBEIN. 





* Note: Editorial comment was made in the May issue 
of CALIFORNIA AND WESTERN MEDICINE (page 355) con- 
cerning certain mistatements in the lay magazine, Time, 
in which the American and California Medical Associa- 
tions were mentioned. The article in Time led to con- 
siderable conjecture as to the possible source of the 
statements made. Here and there names of different per- 
sons were mentioned in connection therewith. It is there- 
fore of interest to note that officers of the American 
Medical Association had the same point of view as our 
own as expressed in the editorial criticisms written for 
the May CALIFORNIA AND WESTERN MEDICINE. A letter 
from Dr. Morris Fishbein, editor of the Journal of the 
American Medical Association and one from Dr. Olin 
West, secretary of the American Medical Association, 
are here given. 
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THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
535 NortH DEARBORN STREET 
CHICAGO 
Mr. Henry R. Luce, 
New York City. 
Dear Mr. Luce: 

During the last two months physicians everywhere have 
begun to comment on innumerable inaccuracies in the sec- 
tion of Time devoted to medicine. Moreover, the point 
of view relative to the American Medical Association and 
relative to the attitude of the majority of physicians of 
this country toward socialization and regimentation of 
medicine has occasioned some doubt as to where Time 
stands on this matter. 

I feel that the question is of sufficient importance to 
bring to your attention the enclosed statement from Ca t- 
FORNIA AND WESTERN MEDICINE, which is the official 
publication of the California Medical Association. Inci- 
dentally, I can affirm everything that CALIFORNIA AND 
WESTERN MEDICINE says relative to the inaccuracies of 
the item which was published in Time. 

Sincerely yours, 
(Signed ) 


May 19, 1936. 


Morris FIsHBEIN. 
7 7 7 
AMERICAN MeEpIcCAL ASSOCIATION 


Chicago, June 10, 19306. 
Dear Doctor Kress: 

I am greatly obliged to you for your letter of June 1, 
to which is attached a leaflet on Group Medical and Hos- 
pital Service, reprinted from the Los Angeles County 
Farm Bureau Monthly. I shall send this on to our Bureau 
of Medical Economics. 

I have just been informed that at the recent meeting 
of the California Medical Association a statement was 
rather freely made to the effect that the American Medi- 
cal Association had something to do in some mysterious 
way with the publication of certain items which recently 
appeared in the magazine Time. Any such rumor is, of 
course, without any basis in fact. Unfortunately, some 
of our friends seem to be so constituted that they do not 
require facts to serve as a basis for rumors which they 
help to circulate. 

I shall be delighted to see the account of the Coronado 
meeting in CALIFORNIA AND WESTERN MepicINe. I hope 
you had a splendid session. 

With my sincere good wishes, I am 

Very truly yours, 
ae Ourn WEst. 

Concerning dinitrophenol and its dangers. 

To the Editor:—I am referring to you a letter from the 
Cutter Laboratories stating their position in discontinu- 
ing the sale of dinitrophenol. In a conversation with their 
representative at the Arizona State Medical Association 
meeting at Nogales in April, 1936, I suggested that such 
ethical commercial laboratories as their own should dis- 
continue the sale of this drug, on account of the unprece- 
dented occurrence of cataracts in patients using dinitro- 
phenol as a reducing medicine. 

I was, therefore, pleased to learn from Dr. R. K. Cutter 
at the California State Medical Association meeting at 
Coronado in May that they had discontinued the sale of 
the drug. 

You may have this correspondence for whatever publi- 
cation you may desire to give to it in the interest of 
informing physicians of the dangers of the use of dinitro- 
phenol. Very truly yours, 

Harotp F. Wuatman, M.D. 
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Dear Doctor Whalman: 


Answering your letter of the Ist requesting our posi- 
tion in discontinuing the sale of dinitrophenol, I believe 
that this can best be done by quoting the letter which we 
send out when we refuse to fill orders. 

We appreciate your recent order for dinitrophenol, but 
regret that we are unable to fill it, as we have discon- 
tinued the sale of this drug. 

It was with considerable hesitation that we announced 
through the profession the availability of Dinitrophenol 
(Cutter). We did not do so because we thought the prod- 
uct had been proven, but rather because we knew that 
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untested and improperly standardized dinitrophenol was 
not only being offered to the profession but was being ad- 
vertised over the radio to the laity. We felt that the 
marketing of a properly tested and standardized dinitro- 
phenol, along strictly ethical lines and with the proper 
warning was a needed service. 

Time has shown, however, that there may be delayed 
toxic effects from dinitrophenol which are unpredictable, 
and which seem to have little or no bearing on the purity 
of the drug or the method of administration. For this 
reason we believe that at present it should have no place 
in the field of medicine, outside of pure research, and 
have in consequence withdrawn Dinitrophenol (Cutter) 
from the market. 

Yours very truly, 
CUTTER LABORATORIES. 


I also include a carton, and you will note that on the 
face of it it says, “This is a dangerous drug and should 
be taken only under the direct supervision of a physician.” 
I feel sure that this discouraged a great many patients 
from self-treatment. 


Very truly yours, 
CuTTER LABORATORIES. 
R. K. Cutter, M.D. 


SPECIAL ARTICLES 


A. B. 246—NONPROFIT HOSPITAL 
SERVICE BILL* 
CHAPTER 386 


An act for the regulation and control of corporations 
organized for the purpose of operating nonprofit hos- 
pital service plans. 

[Approved by the Governor July 5, A. D. 1935.] 
The people of the State of California do enact as follows: 


SECTION 1. This act shall govern any nonprofit cor- 
poration heretofore or hereafter organized under the laws 
of the State of California which by its original or by any 
amended articles is authorized to establish, maintain 
and operate a nonprofit hospital service plan whereby 
hospital care may be provided by said corporation to 
such of the public who become subscribers to said plan 
under a contract which entitles each subscriber to certain 
hospital care as provided in said contract, or whereby 
said hospital care may be provided by any hospital or 
hospitals with which said nonprofit corporation has or 
shall have a contract to furnish such hospital care to 
said subscribers provided that no such corporation oper- 
ating under the provision of this act shall enter into any 
such contract with any hospital wholly or partly sup- 
ported by taxation, except where such a hospital is the 
only hospital in the county where it is located, or is a 
hospital maintained and operated by or in connection 
with a State college or university of the State of Cali- 
fornia in conjunction with and as a part of its educa- 
tional and administrative program; and provided further 
that no corporation authorized by the provisions of this 
act to establish, maintain and operate a nonprofit hos- 
pital service plan may itself furnish hospital care to 
its subscribers or do any of the acts herein authorized, 
unless and until it shall have first procured a certificate 
from the State Department of Public Health certifying 
that it is complying with the standards required by said 
State Department of Public Health, nor shall any such 
corporation enter into any contract with any hospital for 
the furnishing of hospital care to its subscribers unless 
the hospital with which it contracts has procured such a 
certificate from the State Department of Public Health. 

Sec. la. ‘‘Hospital care’’ as used in this act may in- 
clude any or all of the following services: maintenance 
and care in hospital, nursing care, drugs, medicines. 
physiotherapy, transportation, material appliances and 
their upkeep. 

Sec. 2. This act shall not apply to nor govern any 
corporation operating a hospital service plan on a profit 
basis, or which, though operating such a plan on a non- 
profit basis, shall be organized for or shall conduct any 
business whatsoever on a profit basis, nor shall it apply 
to or govern any corporation formed and existing under 
the Constitution of 1849 pursuant to the act entitled ‘‘An 
act concerning corporations,’’ passed April 22, 1850. 

*The nonprofit hospital service law, passed by the 
California Legislature in 1935 and approved by Governor 
Frank Merriam on July 5 was printed on page 175 of the 
August, 1935, issue of CALIFORNIA AND WESTERN MEDICINE. 
Owing to the present interest in hospitalization insurance 
plans by many members of the Association, A. B. 246 


(Chapter. 386) is here reprinted. See also editorial com- 
ments in this issue (page 2). 
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Sec. 3. Any nonprofit corporation organized to operate 
a nonprofit hospital service plan in the manner and in 
accordance with the provisions of this act shall be 
exempt from all other provisions of the insurance laws of 
this State, unless otherwise specifically designated herein, 
not only in governmental relations with the State but for 
every other purpose, and no law hereafter enacted shall 
apply to such a corporation unless it be 
designated therein. 

Sec. 4. At least two-thirds of the directors of such a 
corporation which shall furnish hospital care through 
contracts with hospitals as provided in Section 1 hereof 
shall be composed equally of duly appointed representa- 
tives of such hospitals and duly qualified and licensed 
practicing physicians holding a valid and unrevoked 
certificate to practice medicine and surgery or a physi- 
sician and surgeon certificate, issued under the provisions 
of the State Medical Practice Act in the State of Cali- 
fornia. Such a corporation which shall itself furnish 
such hospital care shall choose its board of directors 
from such persons as it shall see fit. 

Sec. 5. No corporation shall establish, maintain or op- 
erate a nonprofit hospital service plan as authorized by 
the provisions of this act unless it shall have first pro- 
cured the written consent of the Commissioner of Insur- 
ance of this State to such establishment, maintenance 
and operation. 

Sec. 6. The rates charged by such corporation to the 
subscribers for hospital care shall at all times be subject 
to the approval of the Commissioner of Insurance of the 
State of California, and all rates of payments 
pitals made by such corporation 
tracts provided for 
approved prior to 
Insurance. 

Sec. 7. Every such corporation shall annually on or 
before the first day of March file in the office of the 
Commissioner of Insurance of this State a statement 
verified by at least two of the principal officers of said 
corporation showing its condition on the thirty-first day 
of December then next preceding, which shall be in such 
form and shall contain such matters as the 
sioner of Insurance shall prescribe. 

Sec. 8. The Commissioner of Insurance, or any deputy 
or examiner or any other person whom he shall appoint, 
shall have the power of visitation and examination into 
the affairs of any such corporation and free access to all 
the books, papers, and documents that relate to the busi- 
ness of the corporation, and may summon and qualify wit- 
nesses under oath and may examine the officers, agents or 
employees of such corporation or any other persons in re- 
lation to the affairs, transactions, and condition of said 
corporation. ; 

Sec. 9. All acquisition costs in connection 
solicitation of subscribers to such hospital 
shall at all times be subject to the 
Commissioner of Insurance. 

Sec. 10. The funds of any corporation subject to the 
provisions of this act shall be invested only in securities 
permitted by the law of this State for the investment of 
assets of life insurance companies and such securities 
shall be valued according to the methods used in valuing 
similar securities held by life insurance companies. 

Sec. 11. <Any dissolution or liquidation of a corporation 
subject to the provisions of this act shall be conducted 
under the supervision of the Commissioner of Insurance, 
who shall have all powers with respect thereto granted 
to him under the provisions of law with respect to the 
dissolution and liquidation of insurance companies. 


expressly 
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payment by said Commissioner of 
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VETERANS’ HOSPITALS: THEIR PROPER 
AND IMPROPER USE 


Lines were drawn today between disabled and un- 
wounded veterans when M. A. Harlan, national com- 
mander of the Disabled Veterans of the World War, 
issued a brisk reply to the published statement of James 
E. Van Zandt calling for a general pension system. 

Harlan, on behalf of his organization, expressed “un- 
qualified and unreserved opposition” to the proposed pen- 
sion law. 

“We will neither sponsor nor support it,” he said. 

Asked if his opposition was not only the obvious posi- 
tion of an organization whose members now are benefiting 
from government compensation, Harland declared there 
was a difference between a pension—which he described 
as a “gratuity from the Government without regard to 
disability received, if any”—and a disability compensation 
for actual physical injuries received in the line of duty. 

“Our position is not a selfish one,” he said. “We have 
the interest of the entire taxpaying element of the country 
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at heart, as well as our own. We believe the first obli- 
gation of the Government is toward its wounded veterans, 
and that the forthcoming economy drives in Congress will 
deprive worthy disabled veterans of their just consider- 
ation if there is also a movement on to pay a pension to 
all veterans. 

“There were about 500,000 men wounded or disabled 
during the war, and of these only about 345,000 now are 
receiving compensation. And the total score of war’s 
ravages has not yet been told. Medical authorities esti- 
mate that the peak of mental disabilities directly traceable 
to the war will not be reached until 1948.” 


HOW VETERANS’ HOSPITALS ARE MISUSED 


Harlan said that many industrial concerns have for sev- 
eral years been evading the responsibility for occupational 
injuries to their workmen by hospitalizing them in govern- 
ment institutions, regardless of whether or not disabilities 
were due to World War service. 

“We would like to make the public conscious of the 
difference between a man disabled in the course of a 
dangerous industrial occupation, and a man disabled in the 
service of his country,” the veteran leader added. 

Of the $800,000,000 a year that is spent for pensions and 
compensations, less than one-third goes to World War 
veterans, Harlan said, more than one-third to Spanish 
War veterans, and most of the rest to veterans of the 
Civil War.—Los Angeles Herald Express, June 18, 1930. 


TWENTY-FIVE YEARS OF LIFE SAVING 


A comparison of deaths in California in 1911 with 
deaths in 1935 reveals the tremendous savings that have 
been effected in human lives during the past twenty-five 
ae INFANTS 

In 1911, 10.4 per cent of all deaths in the state were 
those of infants, but in 1935 the percentage of infant 

, 5 S 
deaths was 5.5. — 

In 1911, 6.9 per cent of all deaths were in children 
between the ages of one and fourteen years, while in 1935 
the percentage of deaths in this age group was 3.3. 

YOUNG ADULTS 

In 1911, among individuals from fifteen to forty-four 
years of age the percentage of deaths to the total was 28.2, 
while in 1935 the percentage of deaths in this age group 
was 16.9. THE PRODUCTIVE AGE 

In 1911 the percentage of deaths among those fifteen to 
thirty-four years of age was 16.6 per cent, while the per- 
centage among individuals of this age group in 1935 was 
but 8.9 per cent. Since tuberculosis in 1911 exacted heavy 
tolls among individuals in this age group, the remarkable 
reduction in tuberculosis mortality is to a large extent 
responsible for the savings here recounted. 


ADULTS 


The percentage of deaths among those over forty-five 
years of age increased in 1935 as compared with 1911, the 
percentages being 13 and 11.9, respectively. Among those 
fifty-five to sixty-five years of age the percentage in- 
creased from 13.1 in 1911 to 17.3 in 1935, and among those 
over sixty-five the percentage increased from 29.5 in 1911 
to 44 in 1935. 

It will be noted that the greatest life saving has oc- 
curred in the younger age groups among those under 
forty-five years of age. The effect has been to postpone 
the age of death, resulting in higher percentages of deaths 
among older people. The application of the principles of 
preventive medicine is largely responsible for this remark- 
able record. It is estimated that the population of Cali- 
fornia in 1911 was almost two and one-half million, and 
in 1935 it is estimated that the population was six and 
one-quarter million. In 1911, fourteen out of every one 
thousand persons died. In 1935, 11.5 individuals out of 
every one thousand population died. Had the 1911 death 
rate prevailed last year, there would have been 15,686 
more deaths than actually occurred. 

In commenting on ionger and safer lives in the United 
States the J/linois Health Messenger recently stated that 
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life is safer and longer in America than in any except 
the Scandinavian countries of Europe. People live from 
one to two years longer on the average in the United 
States than in England, France, Germany, or Italy. This 
is not due alone to a favorable natural environment, but 
to no small degree from the cultivation and utilization of 
preventive medicine. 

The following table gives the total numbers of deaths 
in California by age groups and percentages of the total 
for the years 1911 and 1935: 


Total Deaths by Age Groups 








1911 1935 
Number Per Cent Number Per Cent 

Under 1 . 3,528 10.4 3,973 5.5 
1-4 .. 4.1 1,132 1.6 
5-14 2.8 1,253 a4 
15-24 6.5 2,531 3.5 
25-34 10.1 3,920 5.4 
35-44 11.6 5,786 8.0 
45-54 11.9 9,391 13.0 
55-65 13.1 12,583 17.3 
65+ 29.5 31,931 44.0 
100.0 72,500 100.0 


MUSSEL QUARANTINE ORDER ISSUED 


The following quarantine order has been issued by Dr. 
Walter M. Dickie, Director of the California State De- 
partment of Public Health: 

“A quarantine of all mussels from the ocean shore of 
California from the southern boundary of Ventura County 
north to the California-Oregon boundary, with the excep- 
tion of the bay of San Francisco, is hereby established. 
All health officers and food inspectors are hereby in- 
structed to enforce the provisions of this quarantine and 
to prohibit the taking, sale, or offering for sale, of mus- 
sels gathered in the district specified. This quarantine 
order shall be effective for the period May 19, 1936, to 
September 30, 1936. 4 

“Said action is taken for the preservation of the public 
health.” 

This quarantine has been established annually for a 
number of years. It was issued earlier than usual this year 
because of two fatal cases of mussel poisoning of resi- 
dents of Los Angeles who gathered mussels and ate them 
in Ventura County. Never before have poisonous mussels 
been discovered so far south in California. Heretofore the 
quarantine area has extended from Monterey County to 
the Oregon state line. Since the above quarantine order 
was issued it has become necessary, however, to include 
the coastal area of Los Angeles County and investigations 
are being made as far south as the Mexican border in 
order to determine if poisonous shellfish may be recovered 
in southern waters of California. 

It will be noted that this quarantine will be effective 
until the end of September. Ordinarily the peak of tox- 
icity in these shellfish comes about the middle of July. 
Early in the season the toxicity is comparatively low and 
after July it diminishes gradually, until by the end of 
September little or none is discoverable. It is important. 
however, that the provisions of this quarantine order be 
observed most carefully during the entire period. Some 
individuals are more susceptible to this type of poisoning 
than others, and small quantities of shellfish might pro- 
duce marked symptoms of severe illness. 


MORTALITY FROM CERTAIN DISEASES 
AMO..G CHILDREN UNDER FIFTEEN 
YEARS OF AGE IN CALIFORNIA 
1906-1934 


By Watter M. Dicxtr, M.D. 
San Francisco 


PART 111* 


Among children under one year there are 456 deatlis 
during the fcur-year period 1906-1909, with a rate of 309.7 
per 100,000 group population. There has been a stead) 
decrease in rates throughout remaining periods until 1930- 


* Part { of this article was printed in the May issue of 
CALIFORNIA AND WESTERN MEDICINE, page 454; Part II, in 
the June issue, page 542. 
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1934, when there are 324 deaths with a corresponding 
rate of 81.0 per 100,000 group population. This is a re- 
duction in the mortality rate of 73.8 per cent. In the ages 
between one and four there are 640 deaths, with a corre- 
sponding rate of 113.3 per 100,000 group population in 
1906-1909. This rises to 1,001 deaths, rate 118.5 during 
the next five-year period and then drops gradually to a 
low point in the mortality rate, 52.5 per 100,000 group 
population with 906 deaths. This represents a decrease 
in the mortality rate of 55.7 per cent under the high point 
of 1910-1914. 





Mortality from Tuberculosis, 1906-1934 





r--~Under lyr.— ;-—1-4 years—, -—5-15 years— 





Years Number Rate Number Rate Number Rate 
1906-1909 .... 309.7 640 113.3 580 43.9 
1910-1914 . 295.2 1,001 118.5 893 42.9 
1915-1919 175.3 988 96.8 1,063 43.3 
1920-1924 . 8 161.7 927 74.8 1,095 35.0 
1925-1929 . : 121.2 1,090 72.6 1,143° 28.7 
1930-1934 .......... 324 81.0 906 52.5 1,003 21.8 





Among those in age groups 5 to 14 the rate in 1906- 
1909 is 43.9 per 100,000 group population, with 580 deaths. 
Although the number of deaths is doubled during some 
of the next periods the rate never rises so high as in 
1906-1909, and falls to a low point of 21.8 in 1930-1934, 
with 1,003 deaths during that period. The decrease in rate 
from 43.9 in 1906-1909 to 21.8 in 1930-1934 is 50.3 per 
cent, the lowest of any of the three age periods studied. 


VENEREAL DISEASES 


In children under one year of age, the venereal diseases 
play quite a conspicuous part. During 1906-1909 there are 
176 deaths attributable to these causes, with a correspond- 
ing rate of 119.5 per 100,000 estimated group population. 
During the next five-year period (1910-1914) the number 
of such deaths rises to 378, and the rate is 174.1. This 
rate drops considerably during the remaining periods until 
in 1930-1934 we find 265 deaths and a rate of 66.3 per 
100,000 group population. 


In the group of children one to four years of age, the 
number of deaths from venereal disease is diminished 
sharply and the rate is almost negligible. It begins at 
3.7 per 100,000 population with 21 deaths, then rises to 
6.2 per 100,000 population with 52 deaths and from there 
decreases to 1.7 per 100,000 group population with 29 
deaths during 1930-1934. 


In age group 5 to 14 years, the trend is similar to that 
in age group 1 to 4 years, although the rates are very 
small. It is probable that many of those with congenital 
infection have died during the earlier age groups, and only 
a few hold over and die during this period. 





Mortality from Venereal Diseases 


es 


-~-Under lyr. ;-—1-4 years—, -—5-14 years—, 
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Years Number Rate Number Rate Number Rate 
1906-1909 0... 176 =: 1119.5 21 3.7 3 0. 
1910-1914 .......... 378 174.1 52 6.2 17 0.9 
1915-1919 .......... 323 -128.1 55 5.4 19 0.8 
1920-1924 .......... 405 136.4 46 3.9 29 0.9 
1925-1929 .......... 331 94.2 51 3.4 4, 31 0.8 
1930-1934 .......... 265 66.3 29 ae 25 0.5 





OTHER EPIDEMIC DISEASES 


This group consists of the residue not iité*uded in the 
main groups of deaths treated separately.. The diseases 
under this heading which produce the greatest number of 
deaths are erysipelas, tetanus, purulent infection or septi- 
cemia and the mycoses, which account for nearly the total 
number of deaths. 


By far the highest death rate in this gro: of diseases 
occurs among children under one year of ge, although 
there is not such a great discrepancy in so iar as the 
actual number of deaths is concerned. During the period 
1906-1909 there are seventy-one deaths of children under 
one year, or 48.2 per 100,000 group population. This rises 
to 236 such deaths with a rate of 79.5 per 10( 000 group 
population during 1920-1924, and then falls to 127 and a 
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corresponding rate of 31.8 per 100,000 group population 
in 1930-1934. 

In children one to four years of age, the trend is similar 
to that among infants less than one year old, but the rates 
are much lower. Beginning with a rate of 6.2 per 100,000 
group population and 35 deaths, it rises to a high of 123 
deaths and a rate of 9.9 per 100,000 group population dur- 
ing 1920-1924 and then falls to a low of 77 deaths, with 
a corresponding rate of 4.5 per 100,000 group population 
during 1930-1934. 

Among children 5 to 14 years of age, the rates are 
somewhat lower than among the two lower age groups, 
but in general the trend is similar. We find that there are 
thirty deaths during 1906-1909, with a rate of 2.3 per 
100,000 group population, which rises to 200 deaths and 
a mortality rate of 6.4 per 100,000 group population in 
1920-1924, and then falls to 169 deaths and a correspond- 
ing rate of 3.7 per 100,000 group population. 


Mortality from Other Epidemic Diseases, Chiefly Erysipe- 
las, Tetanus, Purulent Infection (Septicemia and 
the Mycoses), 1906-1934 











--~Under lyr. -—1-4 years— 


7-—5-14 years—, 
Number Rate Number Rate 


Years Number Rate 





1906-1909 48.2 35 6.2 30 2.3 
1910-1914 58.0 69 8.2 25 1.3 
1915-1919 52.0 67 6.6 60 2.4 
1920-1924 79.5 123 9.9 200 6.4 
1925-1929 2 57.2 124 8.3 186 4.7 
1930-1934 .......... 127 31.8 77 4.5 169 3.7 





EXTERNAL CAUSES 


This group of deaths follows closely those of the com- 
municable diseases, and for that reason the study includes 
them as well as the infectious disease group. In all three 
age groups studied, the numbers of deaths are lowest dur- 
ing 1906-1909, but increase each period up to 1925-1929, 
and then fall slightly during 1930-1934. Rates increase in 
the two older age periods studied up to 1920-1925, and 
then decrease for the next two periods, the rates being 
slightly lower than in 1906-1909 in all instances. 

In the group of children who died uder one year of age 
from external causes, there are 178 or 120.9 per 100,000 
group population during 1906-1909. Both the number and 
the rate from deaths in this cause group increase until 
1925-1929, when a high point is reached with 490 deaths 
and a rate of 139.4 per 100,000 group population. During 
1930-1934 both number and death rate recedes to 422 and 
105.5 per 100,000 group population, respectively. 





Mortality from External Causes, 1906-1934 





7--~Under lyr. -—1l-4 years—, -—5-14 years—, 





Years Number Rate Number Rate Number Rate 
1906-1909 178 = 120.9 459 81.3 585 44.3 
1910-1914 .......... 27 124.4 761 90.1 853 43.4 
1915-1919 .......... 307 121.8 929 91.0 1,106 45.1 
1920-1924 .......... 406 136.7 1,150 92.8 1,510 48.3 
1925-1929 .......... 490 139.4 1,285 85.6 1,787 44.9 
1930-1934 .......... 422 105.5 1,089 63.2 1,643 35.2 





Age groups one to four years shows 459 deaths and a 
rate of 81.3 per 100,000 group population 1906-1909, and 
then rises to a high point in numbers during 1925-1929 
with 1,285 external deaths, but the high point in the death 
rate from external causes is reached during 1920-1924 
with the rate of 92.8 per 100,000 group population. The 
lowest rate comes during 1930-1934, when there are 1,089 
deaths with a rate of 63.2. 

Age group 5 to 14 shows the largest number of deaths 
of any of the three age groups under study, but the rates 
are lower than in the other two groups because of the 
greater number of children exposed to the risk. Beginning 
with 585 deaths and a rate of 44.3 per 100,000 group popu- 
lation, the greatest number of deaths is found during 1925- 
1929, when there are 1,787 such deaths. The high point 
in rate comes in 1920-1924 with 48.3, but drops to 35.2 
per 100,000 group population with 1,643 deaths during 
1930-1934. 
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TWENTY-FIVE YEARS AGO? 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. IX, No. 7, July, 1911 
I‘rom Some Editorial Notes: 


The American Medical Association Meecting—As the 
annual meeting of the American Medical Association con- 
venes [in Los Angeles] the day this number of the Journal 
goes to press, it is not possible to publish any matter rela- 
tive to the meeting in this issue. At the time of writing, 
however, there is every prospect that the meeting will be 
largely attended, and that the California members will 
be there in considerable numbers. .. . 


7 7 7 


Salvarsan: New Indications——With the increasing use 
of salvarsan, we now find scattered through the literature 
many reports of cases where various sorts of disturbances 
and even deaths have followed its injection. These reports 
might lead to an exaggerated fear of this, our most effec- 
tive antisyphilitic drug, were they not subjected to most 
careful analysis and study... . 


7 7 7 


The California Association of Medical Milk Com- 
missions.—F or two years there has been held in connection 
with the meeting of the State Society, and at the invita- 
tion and expense of the San Francisco commission, a 
meeting devoted to the consideration of a pure milk 
supply. Accordingly, there was formed at Santa 
Barbara the California Association of Medical Milk Com- 
missions. The association is composed of the milk com- 
missions of the county medical societies, and its purpose 
is to promote the use of certified milk and to assist in 
raising the general milk supply to a higher standard by 
dispensing literature on this subject, by illustrated lec- 
tures, by public meetings, and by personal work among 
the profession, the laity, and the dairymen. . . . 


From an article on “The Experimental Basis of Vaccine 
Therapy” by Frederick P. Gay, M. D., University of Cali- 
fornia, Berkeley. 

It would be rash indeed to attempt to outline the 
potential value of vaccine therapy, but one may sketch 
very clearly the historical path that has led to our present 
method of treating bacterial infections by injecting killed 
cultures of bacteria. When we later come to consider the 
rationale of this latest aspect of immunization, that is 
immunization employed as a therapeutic measure, we shall 
find ourselves stopping short of ultimate explanation, em- 
barrassed not at any failure of the laboratory worker to 
respond to clinical demand, but by the fact that practice 
has outstripped theory, and not, it is to be feared, to the 
ultimate benefit of practice itself... . 





From an article on “The Indications, Technique, and 
Results in Decompressive Operations on the Brain,” by 
Wallace I. Terry, M.D., San Francisco. 

The idea of trephining the skull for the relief of in- 
creased intracranial pressure is an old one—indeed, it is 
possible that the crude openings in the skulls of some 
prehistoric individuals were made for the purpose of re- 
lieving persistent headache due to tumor. The credit of 
advocating decompressive trephining for tumors of the 
brain which were not removable or could not be located 
is due to Horsley, although others had previously reported 
cases where such operations had been done. It was not, how- 
ever, until Harvey Cushing, basing his ideas largely upon 
his experimental work on cerebral compression, empha- 





+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
(Continued in Front Advertising Section, Page 17) 
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OF THE STATE OF CALIFORNIA? 


By Cuartes B. Pinkuam, M.D. 
Secretary-Treasurer 


News 


“Three swift raids on suspected Los Angeles, Holly- 
wood, and Long Beach headquarters of a coast-wide illegal 
operation ring, extending from Seattle to San Diego, form 
the latest developments today in local investigation of the 
Syndicate’s activities. More than a truckload of instru- 
ments and equipment valued at $150,000 were confiscated 
at the apparently hurriedly vacated offices. . . . All offices 
were under the name of ‘Dr. George E. Watts,’ police 
declared. Rolls of currency were found in the Los Ange- 
les office, indicating it had been hurriedly vacated. Evi- 
dence of the nature of the business was found in the pres- 
ence of more than fifty pieces of jewelry, apparently paic 
by women patients in lieu of cash... .” (Los Angeles 
kvening News, June 6, 1936.) 


“The Federal Government yesterday stepped into the 
investigation of the alleged state-wide criminal operation 
syndicate, uncovered here last week. A representative of 
the Intelligence Unit of the Bureau of Internal Revenue 
called on Captain of Inspectors Charles Dullea, seeking 
all information police have gathered on the ring. 
Three persons have been arrested here already, with war- 
rants out for two others. Those under arrest are R. L. 
Rankin, alleged ‘brain’ of the syndicate; Sarah Lee, secre- 
tary to Dr. J. C. Ross; and J. C. Perry, Rankin’s brother- 
in-law and local manager. Warrants are out for Doctor 
Ross and Dr. James Beggs, alleged to have been the Oak- 
land surgeon for the ring... .” (San Francisco Evraminer, 
June 7, 1936.) 


“Correspondence, surgical instruments, and papers of 
Dr. Lawrence J. Giubbini (licensed chiropractor) wanted 
in connection with an alleged illegal operation ring, were 
seized here today by San Francisco and local police. . . . 
An Internal Revenue agent went with the officers seeking 
information in connection with income tax reports of 
Doctor Giubbine and his partner. . . .” (Associated Press 
dispatch, dated San Jose, and printed in the San Fran- 
cisco Call-Bulletin, June 18, 1936.) 


“Blanket felony indictments of thirty-one men and 
women, said to be members of a coast-wide illegal oper- 
ation ring, were returned yesterday by the grand jury in 
Superior Judge Elmer E. Robinson’s court. . . . Bail for 
R. L. Rankin, asserted ringleader of the group, and three 
other alleged principals—G. E. Watts, J. A. Creeth, and 
J. O. Shinn—were set at $5,000. Bail of Marvin Raithel, 
under arrest, and a witness at the grand jury hearing on 
June 10, was fixed at $500. The women’s bail was set 
at $500, and the other doctors involved had bail fixed at 
$2,500. Besides Raithel and the four alleged leaders. 
the following were indicted: Valentine St. John, M.D.., 
W. Norman Powers, M.D., Harry L. Houston, M. D.., 
E. T. Pattee, M.D., James Beggs, M.D., J. C. Ross. 
M.D., L. J. Giubbini, D.C., G. B. Smith. M.D.. Paul 
Robert de Gaston, William Byrne, Violet I. Rankin, J. C. 
Perry, Violet Pellegrini, Leola Habel, Ruth Hanson. 
Viola Warner, Laura Miner, Nedra Arden, Josephine 
Follet, Grace Cole, Bessie McCarthy, Lillian Wilson. 
Zora McEwen, Beatrice Bole, Mary Wilson, and Gladys 
Korf. . . .” (San Francisco Examiner, June 19, 1936.) 


“Police carted two truckloads of evidence, assertedly 
bearing on operations of a supposed state-wide physicians 


+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adver- 
tisinge page 6. 
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